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Introduction: Research has shown that anxiety during the perinatal period is experienced by 
many women and indeed may even be more common than depression (Carroll, Begley, & 
Clarke, 2014). However, to-date there is a dearth of qualitative studies exploring this 
experience. The current study aimed to contribute to the understanding of women’s lived 
experiences of anxiety and providing care to their babies during pregnancy and the year after 
birth, defined in the current study as the perinatal period.  
 
Method: The present study utilised a qualitative design and used Interpretative 
Phenomenological Analysis (IPA) as the methodological approach. The researcher recruited 
nine women with past experiences of anxiety who had given birth to their youngest child within 
the previous 30 months. All of the women participated in a semi-structured interview.   
 
Results: The transcripts were analysed using Interpretative Phenomenological Analysis (IPA) 
and four Superordinate themes were generated: (1) Early Fears (2) Being the Caregiver (3) 
Needing Care and (4) Gaining Confidence. 
 
Discussion: The present study provided a rich account of women’s lived experiences of anxiety 
and caregiving during the perinatal period. The findings of the study are discussed with 
reference to previous literature, the strengths and limitations of the study, clinical implications 
and future research. 
 
Conclusion: The present study highlighted the need for healthcare professionals to provide 
more support to women who experience perinatal anxiety. It also highlighted the need for 
increased preparation and support for women in the transition to motherhood. Perinatal anxiety 
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Chapter 1: Introduction 
 
‘Being a mother is learning about strengths you didn’t know you had, and dealing with fears 
you didn’t know existed’ 
               Linda Wooter 
 
1.1 Study Overview 
Every day women in Ireland are presented with images that demonstrate a glowing example of 
what motherhood and the time leading up to motherhood ‘should be’. However, increasingly 
it is becoming apparent that as well as being a time of great joy and excitement for some 
women, the beginning of pregnancy and the year after birth can also be a time where others 
may be at risk of developing a mental health difficulty. 
 
The idea for the current thesis was initially suggested during a conversation with three clinical 
psychologists with a specialty in Infant Mental Health (IMH). On discussion of mental health 
issues during pregnancy and the postpartum period, they suggested that though perinatal 
anxiety is a mental health issue that many women experience, it has not had the same attention 
as, for example, postpartum depression.  
 
At the time, the prospect of exploring anxiety during pregnancy and the postpartum period was 
of particular interest to me as a recent mother. I could immediately recall this period as an 
anxiety provoking time for many reasons. As the quote above suggests, I developed fears I 
never knew existed. From my experience and from speaking to other mothers, I also felt that 
there appeared to be a lack of awareness and knowledge of anxiety during the perinatal period. 
I was motivated to find out more. I found that in comparison to other mental health issues, 
perinatal anxiety was a largely under-researched topic and particularly in the qualitative field 
(Fairbrother, Young, Janssen, Antony, & Tucker, 2015; Wardrop & Popadiuk, 2013; Wenzel 




1.2 Structure of the Thesis 
1.2.1 Chapter 2: Literature Review 
Chapter 2 will provide a review of the literature on anxiety and caregiving during the perinatal 
period. It will firstly define the perinatal period as it pertains to the current study. Subsequently 
the chapter will report on research relevant to the diagnosis, prevalence, risk factors, outcomes 
and treatment of anxiety during the perinatal period. The qualitative literature that has focused 
on anxiety during the perinatal period will also be discussed. Subsequently a critical discussion 
of the literature in relation to caregiving with a specific focus on anxiety will be presented. 
Finally the chapter will outline the rationale for the current study. 
 
1.2.2 Chapter 3: Methodology 
Chapter 3 will provide a rationale for the decision to utilise a qualitative methodology for the 
current study. It will also discuss methods of qualitative analysis and why Interpretative 
Phenomenological Analysis (IPA) was chosen as being the most appropriate method of 
analysis. Participant recruitment and descriptive characteristics of the sample will also be 
presented. Methods of data collection, analysis, ethical considerations and reliability and 
validity will be outlined. The chapter will conclude with the researcher’s reflections on the 
process of data collection and analysis. 
 
1.2.3 Chapter 4: Results  
Chapter 4 will provide an outline of the results of the analysis of the transcripts using 
Interpretative Phenomenological Analysis (IPA). The analysis and themes generated from the 
analysis present an account of the participant’s lived experiences of anxiety and providing care 
to their babies during the perinatal period. The four superordinate themes and subsequent 
subthemes that were developed will be discussed along with supportive quotes. 
 
1.2.4 Chapter 5: Discussion 
Chapter 5 will provide a critical discussion of the findings in the context of previous literature. 
The strengths and limitations of the study will also be discussed along with implications for 
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clinical practice and future research. Finally, the researcher’s reflections on the process of 






























Chapter 2: Literature Review 
 
2.1 Chapter Introduction 
The present chapter will provide a review of the literature on anxiety and caregiving during the 
perinatal period. It will firstly define the perinatal period as it pertains to the current study. 
Subsequently the chapter will report on research on the diagnosis, prevalence, risk factors, 
outcomes and treatment of anxiety during the perinatal period. The qualitative literature that 
has focused on anxiety during the perinatal period will also discussed. Subsequently a critical 
discussion of the literature in relation to caregiving with a specific focus on anxiety will be 
presented. Finally the chapter will outline the rationale for the current study. 
 
2.2 Defining the Perinatal Period for the Present Study 
According to the World Health Organisation (WHO) the perinatal period commences at 22 
weeks gestation and ends seven days after the birth of the baby (World Health Organisation, 
2006). However, in the mental health literature a number of studies have referred to the 
perinatal period as the period from the beginning of pregnancy to the end of the first year after 
the birth of the baby (Austin, 2004; Somerville et al., 2014). In conducting the literature review 
it became apparent that there are a number of terms that have been used to refer to anxiety 
during pregnancy and/or the year after birth. For example, anxiety during pregnancy may be 
referred to as pregnancy anxiety (Brunton, Dryer, Saliba, & Kohlhoff, 2015), antenatal anxiety 
(Biaggi, Conroy, Pawlby, & Pariante, 2016), perinatal anxiety (Rahman et al., 2013) and 
maternal anxiety (Ding et al., 2014) whereas anxiety in the postpartum may be referred to as 
postnatal anxiety (Dennis, Falah-Hassani, & Shiri, 2017), postpartum anxiety (Tietz, Zietlow, 
& Reck, 2014) and anxiety in pregnancy and the postpartum referred to as perinatal anxiety 
(Bayrampour, McDonald, Fung, & Tough, 2014).  
 
For the purposes of the present thesis the period from the beginning of pregnancy until the year 
after the birth of the baby will be referred to as the perinatal period and will be the focus of the 
literature review. Many of the papers that were reviewed, specifically focus on either anxiety 
during pregnancy or anxiety during the postpartum period and these will be differentiated 
accordingly. As the current thesis is not concerned with the identification of a specific anxiety 
disorder, the literature review will mainly refer to anxiety disorders as a group of disorders 
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rather than exploring specific anxiety disorders per se. Research exploring trait anxiety or 
anxiety symptomology will also be discussed.  
 
2.3 Mental Health Issues during the Perinatal Period  
Mental health issues during the perinatal period include depression, anxiety disorders and 
psychosis, which can manifest as bipolar disorder (O'Hara & Wisner, 2014). Prevalence rates 
of perinatal mental health disorders are estimated to be between 10%-13%, and prevalence 
rates are even higher in low and middle-income countries (Fisher et al., 2012). Though 
prevalence rates of mental health disorders in the general population may be similar, research 
has now been conducted to suggest that some mental health issues may actually be more 
prevalent during the perinatal period (Somerville et al., 2014; Vesga-López et al., 2008). 
Perinatal mental health problems are the leading cause of maternal death in Ireland (O’Hare, 
Manning, Corcoran, & Greene, 2017). 
 
Much of the research that has been conducted into perinatal mental health disorders has focused 
on depression during this period and specifically postpartum depression (Howard, Molyneaux, 
Dennis, Rochat, Stein, & Milgrom, 2014). Prevalence rates of perinatal depression are 
estimated to be 11.9% (Woody, Ferrari, Siskind, Whiteford, & Harris, 2017). Outcomes for 
children exposed to perinatal depression include difficulties relating to emotional and social 
development as well as behaviour problems and insecure attachment patterns (Stein et al., 
2014). Currently, there is no standardised screening of perinatal mental health disorders, 
including postpartum depression, in Ireland (Noonan, Jomeen, Galvin, & Doody, 2018). In 
addition, perinatal mental health services in Ireland are under resourced in comparison to other 
countries in the European Union (EU) (O’Keefe, 2016). 
 
2.4 Anxiety During the Perinatal Period 
Anxiety disorders are characterised by a number of symptoms such as fear, persistent worry 
and hyperarousal (Simpson, Neria, Lewis-Fernandez, & Schneier, 2010). It is estimated that 
28.8% of the population will suffer from an anxiety disorder at some time in their life and 
females are 1.5 times more likely to suffer from an anxiety disorder than males (Kessler et al. 
2005a). In addition, anxiety disorders such as Obsessive Compulsive Disorder (OCD) and 
Generalised Anxiety Disorder (GAD) are more prevalent in postpartum women than the 
general population (Ross & McLean, 2006). Though anxiety disorders are more prevalent in 
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females than males and there is an increased risk of some mental health difficulties in the 
perinatal period, the phenomenon of anxiety during the perinatal period has received 
comparatively less attention than depression (Fairbrother et al., 2015; Wenzel & Stuart, 2011). 
 
Perhaps one reason for the focus on depression as the main mental health issue that effects 
women in the perinatal period is the perception of anxiety as a component of postpartum 
depression, rather than as a distinct disorder. Indeed, the prevalence of comorbid perinatal 
anxiety and depression is as high as 13.1% (Falah-Hassani, Shiri, & Dennis, 2016) and the 
Edinburgh Postnatal Depression Scale (EPDS; Cox, Holden, & Sagovsky, 1987) contains 
within it three items that specifically examine anxiety. However, increasingly evidence 
suggests that many women experience anxiety in the absence of depression (Fairbrother, 
Janssen, Antony, Tucker, & Young, 2016). As a result, the focus on depression as the main 
mental health difficulty during the perinatal period results in the mental health issues of many 
women being relatively ignored (Matthey, Barnett, Howie, & Kavanagh, 2003). 
 
2.4.1 Diagnosis 
Anxiety in women at any time of their lives and anxiety during the perinatal period are similar 
and indeed the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) 
(American Psychiatric Association, 2013) does not categorise perinatal anxiety as a distinct 
disorder. However, researchers have argued that women in the perinatal period may have 
symptoms of anxiety that do not ‘fit’ into the diagnostic categories as outlined by the DSM, 
arguing for more specific measures of perinatal anxiety (Meades & Ayers, 2011). For example, 
the use of a typical ‘cut off’ score for the general population may incorrectly identify women 
who have transient, rather than sustained symptoms of anxiety (Dennis, Coghlan, & Vigod, 
2013). On the other hand, anxiety per say may be more common during the perinatal period 
than some figures might suggest and though some women may not meet criteria for an anxiety 
disorder they may still be experiencing ‘clinically significant’ levels of anxiety (Phillips et al., 
2009; Wenzel et al., 2003; Wenzel et al., 2005). Though women may be experiencing ‘mild’ 
anxiety according to a screening tool, their anxiety may be debilitating for them (Furber, 
Garrod, Maloney, Lovell, & McGowan, 2009). Given the life changing experience of having a 
new baby and the high prevalence of anxiety disorders among women, it seems particularly 
important therefore to distinguish between ‘normal anxiety’ and ‘pathological anxiety’ with 




At the time of writing the present thesis there are several self-report measures that are used as 
screening tools to examine anxiety during the perinatal period or at different time points during 
the perinatal period (e.g. pregnancy or the postpartum). However, there is no universally 
accepted screening tool to identify anxiety in women across the perinatal period, or even solely 
in pregnancy or the postpartum periods (Howard et al., 2014). As a result, up until recently, 
self-report measures used for the general clinical/non-clinical population and not designed 
specifically for the perinatal population, have been predominantly utilised in research to 
identify women who present with anxiety during this period. These self-report measures 
include but are not limited to the State Trait Anxiety Inventory (STAI: Spielberger, 1989), the 
Depression Anxiety Stress Scale (DASS: Lovibond & Lovibond, 1995), the Beck Anxiety 
Inventory (BAI: Beck, Epstein, Brown, & Steer, 1988), the anxiety subscale of the Edinburgh 
Postnatal Depression Scale (EPDS; Cox et al., 1987) and the Hospital Anxiety Depression 
Scale (HADS-A) (Zigmond & Snaith, 1983). In a systematic review of studies of postnatal 
anxiety the STAI was the most commonly used measure to ascertain levels of anxiety 
(Glasheen, Richardson, & Fabio, 2010).   
 
At the time of writing the Perinatal Anxiety Screening Scale (PASS) (Somerville et al., 2014) 
is the only scale developed to specifically examine symptoms of perinatal anxiety. The authors 
of the scale define the perinatal period as the beginning of pregnancy up until 12 months after 
the birth of the baby. The scale was developed by researchers in the Kind Edward Memorial 
Hospital, Western Australia. Though it may be used in conjunction with professional 
judgement and in the context of a holistic assessment, it is not a diagnostic tool.  
 
2.4.2 Prevalence of Anxiety during the perinatal period 
Studies that explore the prevalence of anxiety during the perinatal period range from those that 
examine anxiety symptomatology using self-report measures to those that specifically examine 
anxiety disorders and use self-report measures combined with a diagnostic interview, 
considered the gold standard for the diagnosis of anxiety disorders (Evans, Spiby, & Morrell, 
2015). Given the range of methods used to ascertain levels of anxiety or the presence of an 
anxiety disorder across the perinatal period, it is perhaps unsurprising that there are substantial 




A recent study that examined perinatal anxiety using the ‘gold standard’ of self-report measures 
combined with a diagnostic interview attempted to identify the prevalence of anxiety disorders 
both during pregnancy and at three months postpartum (Fairbrother et al., 2016). The results 
of the study indicated that prevalence rates during pregnancy and the early postpartum period 
were 15.8% and 17.1% respectively. In the same study, prevalence rates of depression were 
3.9% and 4.8% respectively. The prevalence of Obsessive Compulsive Disorder (OCD) was 
higher than that for the general adult population. Though the study used the ‘gold’ standard’ 
methodology of self-report measures combined with diagnostic interviewing, the sample size 
was fairly small for a prevalence study (n=310) and more research is needed to replicate this 
finding.  
 
In an Irish Context, The Maternal Health and Maternal Morbidity in Ireland Study (MAAMI) 
recruited over 2,500 women to take part in a number of surveys from pregnancy until 12 months 
after the birth of their first baby (Carroll, Begley, & Clarke, 2014). One of the aims of the study 
was to examine the prevalence of depression and anxiety before, during and after pregnancy 
using a shortened version of the Depression Anxiety Stress Scales (DASS-21) (Lovibond & 
Lovibond, 1995). In a sample of 1,208 women, 85.5% reported that they never experienced 
anxiety in the 12 months before pregnancy, 13% reported that they experienced anxiety rarely 
or occasionally and 1.5% reported that they experienced anxiety often. The women were then 
asked to complete the DASS at different stages in their pregnancies. In early pregnancy though 
55.8% of women reported ‘normal’ levels of anxiety, the remaining 44.2% of women 
experienced mild (17.2%), moderate (9.8%), severe (6.4%) or extremely severe (10.8%) 
symptoms of anxiety. Of interest was that 74.3% of women reported ‘normal’ levels on the 
depression subscale of the DASS. The remaining 25.7% of women experienced mild (8.7%), 
moderate (8.8%), severe (2.4%) and extremely severe (5.8%) symptoms of depression.  
 
The MAAMI study also reported findings in relation to women’s anxiety at three months 
postpartum. They found that 40% of Irish women reported experiencing some anxiety at three 
months postpartum and 18% reported experiencing depression. Though these figures were not 
analysed in relation to comorbidity, the results suggest that a substantial amount of women 
experience anxiety in the absence of depression in pregnancy and the postpartum period 
(Carroll, Begley, & Clarke, 2014).  
 
The MAAMI study used a self-report measure to ascertain levels of anxiety, without a 
diagnostic interview. Therefore, more research with clinical interviewing may be necessary to 
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ascertain the prevalence of anxiety disorders in Irish women in the perinatal period. 
Nonetheless, the figures still suggest that there are many Irish women who experience anxiety 
in the absence of depression during the perinatal period. A particular strength of the study was 
that it examined anxiety before, during and after pregnancy, thus obtaining an interesting 
picture of mental health issues across the period. 
 
2.4.3 Risk Factors for Anxiety during the Perinatal Period 
The identification of risk factors for perinatal anxiety may lead to improved identification and 
early intervention (Biaggi et al., 2016). Relevant risk factors are identified below under the 
headings (1) Psychological factors (2) Social Factors and (3) Pregnancy and birth related 
factors. 
 
2.4.3.1 Psychological Factors 
A number of psychological factors have been associated with the increased likelihood of 
anxiety during the perinatal period. These include a history of mental health difficulties, with 
anxiety or depressive disorders prior to pregnancy the strongest predictor of perinatal anxiety 
(Leach, Poyser, & Fairweather-Schmidt, 2017; Martini, Asselmann, Einsle, Strehle, & 
Wittchen, 2016; Martini, Petzoldt, Einsle, Beesdo-Baum, Höfler, & Wittchen, 2015; 
Rubertsson, Hellström, Cross, & Sydsjö, 2014). Women who experienced multiple anxiety 
disorders were more likely to have more pronounced pregnancy and birth related fears (Martini 
et al., 2016). Other psychological risk factors include a maternal vulnerable personality (Falah-
Hassani, Shiri, & Dennis, 2017), low self-esteem (Martini et al., 2015), high perceived stress 
and low optimism scores (Bayrampour, McDonald, & Tough, 2015) and a history of abuse or 
domestic violence (Biaggi et al., 2016). 
 
A mother’s attachment style can also influence the development of anxiety in the postpartum 
period. Specifically, a fearful or preoccupied attachment history was associated with increased 
likelihood of symptoms of postpartum anxiety (Nanni & Troisi, 2017). The importance of 
examining a mother’s attachment history is also highlighted in a study by Zietlow, Schlüter, 
Nonnenmacher, Müller and Reck (2014). The researchers found that the strongest predictor of 
maternal self-confidence was maternal attachment insecurity, even when controlling for the 
presence of anxiety or depression. These studies highlight that the mother’s attachment history 




The above studies highlight the psychological risk factors associated with the development of 
anxiety, but also the key role of attachment histories and the need to identify women who are 
at risk of perinatal anxiety in the early stages. 
 
2.4.3.2 Social Factors 
The identification of social risk factors is extremely important to inform policy and prevention 
strategies in Ireland. For example, low socio-economic status (SES) was identified as a 
significant risk factor for subsequent mental health and parenting difficulties in Ballymun, 
Ireland. As a result an Infant Mental Health (IMH) strategic plan was successfully implemented 
to target this population (O’Farrelly et al., 2017). A number of similar social factors have also 
been found to be associated with the development of perinatal anxiety. These risk factors 
include low socioeconomic status (Leach et al., 2015), stress related to childcare (Falah-
Hassani et al., 2016), social support and mother’s level of education (Martini et al., 2015). 
Additional social risk factors include age (women who were under 25 were at an increased risk 
of anxiety), being a non-native speaker, not having a third level education, being unemployed 
and smoking before pregnancy (Rubertsson et al., 2014).  
 
Interestingly, the most significant predictor of anxiety in both pregnancy and the postpartum is 
partner/relationship stress (Leach et al., 2015 Dennis et al., 2017; Falah-Hassani et al., 2016; 
Leach et al., 2015; Martini et al., 2015). For example, Bayrampour et al. (2015) examined a 
number of social risk factors for transient and sustained anxiety and depression and found that 
partner tension was the ‘exclusive predictor of anxiety symptoms’. In an addition to the study 
of risk factors, researchers examined predictors of recovery from comorbid depression and 
anxiety by conducting a longitudinal study of a group of eighty six women from 25 weeks 
gestation to six years after the birth of their infant (Shankar, Badker, Brain, Oberlander, & 
Misri, 2017). The authors indicated that a significant factor in recovery was low levels of 
partner stress. As partner support is one of the most commonly cited risk factors, some 
researchers have suggested that psychological interventions aimed at improving a mother’s 
relationship with her partner may help to prevent mental health issues in the postpartum, such 
as anxiety (Clout & Brown, 2016). This research points to the importance of taking a 
psychosocial history during intake to maternity services to identify women at high risk of 
anxiety. In addition, antenatal appointments should be attended by both partners so that any 
relationship stresses can be explored and possibly intervened upon. 
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2.4.3.3 Pregnancy and Birth Related Factors 
There is also an association between differing levels of medical difficulties and anxiety 
disorders in pregnancy (Fairbrother, Young, Zhang, Janssen, & Antony, 2017). Data from 310 
pregnant women who experienced differing levels of risk in relation to their pregnancies (low, 
moderate or high) indicated that there was a higher incidence of anxiety disorders in women 
with moderate or high risk pregnancies when compared to low risk. However, the difference 
was not observed in relation to anxiety in the postpartum, perhaps indicating that the anxiety 
did not have a long term effect and was indeed related to the circumstances of the pregnancy. 
This study highlights the importance of research examining anxiety across the perinatal period, 
rather than in pregnancy alone.  
  
Additional pregnancy and birth related risk factors that influence the development of pregnancy 
anxiety include an unplanned and/or unwanted pregnancy, a history of pregnancy 
complications, present pregnancy complications and previous pregnancy loss (Biaggi et al., 
2016). Women’s negative birth experiences are associated with the development of Post-
Traumatic Stress Disorder (PTSD) in the postpartum (Grekin & O'Hara, 2014). Given that 
many of the risk factors outlined above relate to information that healthcare professionals may 
be aware of or could ask for during intake, they have a responsibility to improve the 
identification of women who may be at risk for perinatal anxiety. For example, the details of 
women who experienced a traumatic birth could be provided by the hospital to Public Health 
Nurses to ensure there is continuity of care in case of the development of PTSD.  
 
2.4.4. Mother and Child Outcomes  
The importance of examining mental health during the perinatal period specifically is 
influenced by the literature for negative outcomes, particularly in relation to depression. 
Though research has been conducted into comorbid anxiety and depression in the perinatal 
period, less research has been conducted into the effects of perinatal anxiety alone (Stein et al., 
2014). However, literature is emerging on the outcomes of infants and mothers who have 
experienced perinatal anxiety. Below the literature is discussed in relation to (1) Pregnancy and 





2.4.4.1 Pregnancy and Birth 
Anxiety symptoms during early pregnancy influence mothers’ preference for giving birth. For 
example, increased anxiety symptoms are associated with increased fear of childbirth and 
increased preference for a caesarean section (Rubertsson et al., 2014). Though some studies 
have indicated that the mother’s cortisol may cross the placenta and may affect the foetus, with 
a subsequent effect on foetal movements and/or the foetal heart rate, others have found no 
effect (Kafalİ, Derbent, Keskİn, Sİmavlİ, & Gözdemİr, 2011; Monk et al., 2004; Sjöström, 
Valentin, Thelin, & Maršál, 2002; Van den Bergh, Mulder, Mennes, & Glover, 2005).  
 
Many studies have indicated that high levels of anxiety in pregnancy are associated with an 
increased risk of spontaneous abortion, preterm labour or reduced head circumference of the 
baby (Mulder et al., 2002; Staneva, Bogossian, Pritchard, & Wittkowski, 2015; Vollrath, 
Sengpiel, Landolt, Jacobsson, & Latal, 2016). Indeed, a review of the literature in relation to 
pregnancy anxiety and child outcomes concluded that antenatal anxiety in particular is ‘among 
the most potent maternal risk factors for adverse maternal and child outcomes’ (Schetter & 
Tanner, 2012, p. 141). For example, the effects of pregnancy anxiety are comparable to the 
effects of smoking in pregnancy in terms of the likelihood of spontaneous preterm birth 
(Schetter & Tanner, 2012). These adverse outcomes also include shorter gestation and less 
favourable foetal neurodevelopmental outcomes. Importantly, women who have depression 
during pregnancy are less likely to experience these negative outcomes (Doktorchik, Premji, 
Slater, Williamson, Tough, & Patten, 2017). However, some researchers have urged caution 
when interpreting the research in this area, as many of the findings are still new and arguably 
not as yet convincing. Though the research is indicative of the serious effects of anxiety during 
this time, there is a lack of heterogeneity across studies as a result of the diverse range of 
screening measures that have been used in research with this population (Stein et al., 2014).  
 
Taken together the above studies have implications for practice. It is suggested from the 
research that has been conducted so far that anxiety is associated with preterm, late preterm 
and early term deliveries. Given the possible ramifications of preterm delivery for both the 
mother and the infant it is important that health care providers are alert to the risk factors and 
effects of anxiety during this critical period. Early intervention and proper screening during 
this time is imperative (Accortt & Wong, 2017). Anxiety presents a serious risk to the health 
of the mother and infant and public health information is lacking, especially in comparison to 




2.4.4.2 Social, Emotional and Behavioural 
In a large sample of 7,748 women, anxiety levels were recorded during the antenatal period 
and their infant’s emotional and behavioural problems were analysed at age four years and 
again at eight years (O'Connor, Heron, Golding, Beveridge, & Glover, 2002; O'Connor, Heron, 
Golding, & Glover, 2003). Results indicated that antenatal maternal anxiety predicted 
emotional and behaviour problems at four years old and again at eight years old. These results 
remained consistent even when controlling for postnatal depression, obstetric risk and 
psychosocial disadvantage. A review of studies also found that the data is convincing for an 
association between Attention Deficit Hyperactivity Disorder (ADHD) and anxiety in 
pregnancy, even when taking postpartum anxiety and depression into account (Davis & 
Sandman, 2010). Importantly, the above studies did not take the attachment style of either the 
mothers or infants in to account. Given that attachment difficulties also result in behaviour 
problems and psychopathology later in life, this is a limitation of the above studies (Benoit, 
2004). Though the present study does not examine attachment style per se, an exploration of 
anxiety in the context of caregiving may add to the literature in this regard. 
 
Feldman, Granat, Pariente, Kanety, Kuint, and Gilboa-Schechtman (2009) found that the 
infants of women who experienced anxiety soon after birth have been found to have less ability 
in the area of social engagement and their mothers displayed less sensitivity to their needs, 
however the numbers participating in the study were very small with only nineteen diagnosed 
with an anxiety disorder (Feldman et al., 2009). In a larger study, Prenoveau et al. (2017) 
examined whether there was an association between postpartum Generalised Anxiety Disorder 
(GAD), Major Depressive Disorder (MDD) and child outcomes. The researchers found that 
when they analysed questionnaire data, anxiety and depression symptom severity was 
associated with higher reported child behaviour problems and higher levels of emotional 
negativity. However, observationally only children of mothers with MDD displayed higher 
levels of emotional negativity (Prenoveau et al., 2017). Given the inconsistencies in relation to 
questionnaire and observational data, more research is needed to examine these inconsistencies. 
In addition, a measure of anxiety during pregnancy would have added to the literature in this 
regard, particularly given the findings by O’Connor et al. (2002) and O’Connor et al. (2003).  
 
The research in relation to social, emotional and behavioural outcomes is extremely important 
to be able to inform intervention across the perinatal period. Though there appear to be negative 
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outcomes as a result of antenatal anxiety in terms of child behaviour, the effects for anxiety in 
the postpartum are less clear and more research needs to be conducted with larger sample sizes. 
In addition, because many of the studies focus on postpartum depression as well as anxiety, 
pregnancy anxiety is often not explored within the same studies. This important area of 
development needs more research to be able to examine outcomes across the perinatal period 
with more certainty.  
 
2.4.4.3 Cognitive Development  
In a recent study infants of mothers with an anxiety disorder were assessed using the Bayley – 
III Language and Cognitive Scales and compared to infants of non-anxious mothers. However, 
no differences were found in relation to cognitive development (Reck et al., 2018). Glasheen 
et al. (2010) conducted a systematic review of the effects of postnatal maternal anxiety on child 
outcomes. Their review concluded that the data in relation to negative developmental outcomes 
(e.g. cognitive delay) is not convincing. In addition, many of the studies under review had small 
sample sizes, a lack of replication of results or lack of control groups. The authors concluded 
that much more research needs to be conducted to ascertain child outcomes in relation to 
postnatal maternal anxiety and cognitive development (Glasheen et al., 2010). 
 
The data in relation to anxiety in pregnancy and cognitive development is far more convincing, 
with an argument to be made for the biological effects of anxiety on the developing foetus (Van 
den Burgh, Mulder, Mennes & Glover, 2005). A review of studies found that if the mother has 
high anxiety levels while pregnant, there is an increased risk of language delay, independent of 
whether the mother experienced anxiety or depression in the postpartum (Talge, Neal, & 
Glover, 2007). Other studies have found an association between early pregnancy anxiety and 
lower scores on tests of cognitive development (Davis & Sandman, 2010) and pregnancy 
anxiety mid-gestation has been associated with decreased density of grey matter in 6-9 year 
old infants (Buss, Davis, Muftuler, Head, & Sandman, 2010). Infants of women with high 
levels of anxiety in pregnancy were found to have increased impulsivity during cognitive 
testing as well as lower scores (Van der Bergh, Mennes et al., 2005; Buss, Davis, Hobel, & 
Sandman, 2011). Taken together, the data points to the importance of recognising pregnancy 
anxiety as an important variable that negatively influences the cognitive development of the 





2.4.4.4 Crying, Feeding and Sleeping 
The literature suggests that there is an association between infant colic and postpartum anxiety 
(Glasheen et al., 2010; Petzoldt, Wittchen, Wittich, Einsle, Höfler, & Martini, 2014).  However, 
whether the excessive crying that infant’s with colic present with causes postpartum maternal 
anxiety or the other way around remains unknown (Akhnikh, Engelberts, van Sleuwen, & 
Benninga, 2014). Interestingly, it appears that anxiety before pregnancy is associated with 
increased infant crying but depression before pregnancy is not, therefore appropriate early 
screening may result in providing early intervention for mothers and infants (Petzoldt, 2017). 
A longitudinal study involving 8,272 infants from pregnancy to six years of age found that 
anxiety levels in both mother and father in the postpartum were associated with later Recurrent 
Abdominal Pain (RAP) in their infants (Ramchandani, Stein, Hotopf, & Wiles, 2006). Again, 
whether the infants had a predisposition for abdominal pain and their crying in response to pain 
caused anxiety in their parents is unknown. 
 
 
Infant feeding difficulties have also been associated with anxiety during pregnancy (Petzoldt, 
Wittchen, Einsle, & Martini, 2016). A systematic review of postpartum anxiety and infant 
feeding problems indicated that women with postpartum anxiety are less likely to breastfeed 
exclusively and more likely to supplement breastfeeding with formula milk. Women who 
‘successfully’ breastfed displayed lower levels of self-efficacy and more breastfeeding 
difficulties. Though many of the studies had small participant numbers and there was a lack of 
heterogeneity across studies, the findings suggest that this is an important link that needs more 
investigation, especially given the repercussions in terms of long-term health outcomes for both 
mother and infant. The focus on anxiety in the context of caregiving in the present study 
provides an opportunity to add to this area of research. 
 
Though sleep problems in infants have been associated with postpartum depression, the 
relationship between anxiety during the postpartum period and infant sleeping problems is less 
clear (Petzoldt, et al., 2016). A longitudinal study of women and infants during pregnancy and 
post birth did find that sleep problems, though not total sleep, were associated with prenatal 
anxiety (O'Connor et al., 2007). More research is needed to observe whether interventions that 




2.4.4.5 Mental Health 
Anxiety in pregnancy is associated with the development of postpartum depression, even when 
controlling for depressive symptoms in pregnancy (Heron, O'Connor, Evans, Golding, & 
Glover, 2004; Robertson, Grace, Wallington, & Stewart, 2004). In fact some research has found 
that a history of an anxiety disorder is more like to result in postnatal depression than a history 
of depression alone (Matthey, et al., 2003).  
 
The presence of an anxiety disorder in pregnancy is also associated with the development of 
postpartum anxiety (Dennis, Falah-Hassani, Brown, & Vigod, 2016). The absence of an anxiety 
disorder during pregnancy is correlated with improved recovery from postpartum anxiety 
(Andersson, Sundström‐Poromaa, Wulff, Åström, & Bixo, 2006). Taken together it appears 
the presence of an anxiety disorder in pregnancy has serious health ramifications and highlights 
the need to consider screening to prevent subsequent mental health difficulties.   
 
At the time of writing there is a strong indication that the presence of anxiety in pregnancy has 
serious effects on the foetus both in utero and at the time of birth. There are also serious effects 
on the mental health of the mother and an increased likelihood of postpartum depression. 
However, the effects of anxiety in the postpartum are not as well researched. Rather than 
focusing on postpartum anxiety alone researchers should consider anxiety as a continuum 
across the perinatal period and beyond. In addition, researchers are now advocating for an 
examination of pre-pregnancy variables that influence anxiety in pregnancy (Davis & 
Sandman, 2010). Taken together, given the serious outcomes as outlined above, there is a 
strong argument for action to be taken to strengthen perinatal mental health research and 
services in Ireland and target interventions to reduce anxiety in the perinatal period.   
 
2.4.5 Treatment 
Though there is emerging literature on the prevalence, risk factors and outcomes for perinatal 
anxiety, treatment approaches are still in their infancy. The current study recruited women with 
past experiences of anxiety to explore treatments or coping mechanisms that assisted them in 
reducing their anxiety, given the lack of research in the area. As with non-perinatal anxiety, 
treatment options include psychological interventions or pharmacological intervention. 
However, there is a dearth of large scale studies in relation to both types of interventions.. The 
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evidence for the effectiveness or otherwise of both types of interventions are discussed below 
under the headings (1) Psychological Interventions and (2) Pharmacological Interventions.  
 
2.4.5.1 Psychological Interventions 
Though Cognitive Behavioural Therapy (CBT) is the treatment approach of choice for anxiety 
in the general population, there are surprisingly few studies of CBT for the treatment of 
perinatal anxiety (Lemon, Vanderkruik, & Dimidjian, 2015; Luberto, Park, & Goodman, 
2017). One potential reason for this is that the exposure component of CBT may induce undue 
stress in the pregnant woman (Arch et al., 2012). Interestingly, some researchers have found 
that reducing symptoms of an anxiety disorder using time-intensive Cognitive Behavioural 
Therapy (iCBT) does not necessarily result in improved parent-infant interactions 
(Challacombe et al., 2017). This may suggest the importance of also targeting the mother-infant 
relationship when developing interventions for perinatal anxiety. 
 
Preliminary studies using Mindfulness-Based Cognitive Therapy (MBCT) as an intervention 
for perinatal anxiety has displayed promising results so far (Goodman, Luberto, & Park, 2017; 
Goodman et al., 2014; Luberto et al., 2017). However, more studies with larger sample sizes 
are required to be able to confidently recommend mindfulness as an intervention during this 
period (Hall, Beattie, Lau, East, & Biro, 2016; Lever Taylor, Cavanagh, & Strauss, 2016; Shi 
& MacBeth, 2017).  
 
A recent systematic review of treatments for mild to moderate anxiety during pregnancy found 
that the evidence was not good enough to be able to confidently recommend any particular 
treatment. Over 60% of the studies that they included in their analysis had sample sizes of less 
than forty participants (Evans, Morrell, & Spiby, 2017a). Overall though there are serious 
outcomes for women who experience perinatal anxiety as well as their infants, there are a lack 
of evidence-based psychological treatments available and as such we do not know what 
interventions may be helpful to reduce anxiety in the perinatal period. The current study 
recruited women who have past experiences of anxiety in order to explore what helps women 
to recover, given the lack of research in the area. 
 
2.4.5.2 Pharmacological Intervention 
In a systematic review of pharmacological treatment options for perinatal anxiety, the use of 
Selective Serotonin Reuptake Inhibitors (SSRIs) was associated with significant improvement 
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in symptoms of Obsessive Compulsive Disorder (OCD) and Panic Disorder (PD) with no 
observed side effects for infants (Marchesi et al., 2016) with the authors suggesting that more 
large scale studies are needed to ascertain the effectiveness of SSRIs as a treatment for perinatal 
anxiety. Indeed, it has been argued that though there are high prescription rates of 
pharmacological treatments for the treatment of perinatal mental health issues there are few 
high quality studies that prove their effectiveness (Howard et al., 2014). 
 
There also appears to be a reluctance among pregnant women to opt for pharmacological 
treatment. For example, one study explored treatment preferences among pregnant and non-
pregnant women in terms of pharmacological treatment or exposure based Cognitive 
Behavioural Therapy (CBT) (Arch, 2014). The results displayed that pregnant women showed 
more of a preference for psychotherapy alone when compared to non-pregnant women. Given 
the limitations in the evidence base for pharmacological treatments it has been suggested that 
women who are pregnant or breastfeeding should first be offered non-pharmacological 
treatments but that pharmacological treatment should also be considered by the prescriber if 
there is a risk to mother, the pregnancy or the foetus (Howard et al., 2014).  
 
 
2.4.6 Qualitative Studies 
Considering the literature reviewed above, further research in the area of perinatal anxiety is 
needed and better understanding is warranted to best support mothers and their infants 
throughout the perinatal period and beyond. A qualitative research approach offers a vital 
opportunity to help better understand the experiences of women with anxiety and/or other 
mental health issues during the perinatal period. However, to-date research using a qualitative 
approach has also been limited. 
 
2.4.6.1 Qualitative Studies Exploring Anxiety in Pregnancy 
 
Many of the qualitative studies pertaining to pregnancy related anxiety explore fear of 
childbirth. For example,  Arfaie, Nahidi, Simbar, & Bakhtiari, (2017) explored fears in relation 
to childbirth including the process of delivery (e.g. fear of pain), fear of the time of delivery 
(e.g. preterm birth), delivery complications (e.g. fear of injury or death) and healthcare quality, 
(e.g. lack of trust in healthcare professionals) in a sample of twenty eight women. The authors 
concluded that women need to be provided with more reassurance, support and education 
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during this anxiety provoking time. This finding has also been found in other studies related to 
fear of childbirth (e.g. Eriksson, Westman, & Hamberg, 2006).  
 
Another qualitative study involving two focus groups explored women’s experiences of 
anxiety during pregnancy and their views on the use of instruments for screening anxiety 
(Evans, Morrell, & Spiby, 2017b). Among the themes generated, issues of support were most 
prominent. The women described being ‘dismissed’ by their GP or PHNs when they attempted 
to relay their fears and experienced frustration in meeting a number of different health 
professionals as well as a lack of continuity within services. Though initially positive about 
screening, the women questioned the effectiveness of screening if appropriate supports were 
not in place post screening.  
 
Pregnancy after a previous loss can also be an anxiety provoking time for women. In a large 
qualitative study involving 82 women with a past perinatal loss and experiencing a subsequent 
pregnancy, themes were developed in accordance with their experiences throughout pregnancy 
(Côté-Arsenault, Donato, & Earl, 2006). These themes included (1) Being hypervigilant (2) 
Seeking reassurance and (3) Relying on Internal beliefs. The researchers concluded that 
healthcare professionals should understand the anxiety that these women naturally experience 
and the need for reassurance in excess of what is needed during other pregnancies. Similar 
findings were also reported from a qualitative study that analysed diary entries of women who 
experienced perinatal loss (Moore & Côté-Arsenault, 2018). The studies provided an 
interesting perspective on the effects of loss in this sample of women.  
 
2.4.6.1 Qualitative Studies Exploring Anxiety in the Postpartum 
 
In one of the only studies to explore postpartum anxiety using individual interview, Wardrop 
and Popadiuk (2013) explored six first time mothers’ individual experiences. They used the 
feminist biographical methodology and after analysing the data found five major themes: (1) 
experiences of anxiety (2) expectations of a new mother (3) issues of support (4) societal scripts 
of motherhood and (5) the transition. The authors concluded that there was a need for healthcare 
professionals to expand their understanding of postpartum distress to include anxiety. The 
researchers had initially attempted to recruit women with postpartum anxiety from a specialist 
mental health unit, however due to difficulties in recruitment the participants were eventually 
recruited through friends and family. This is a methodological limitation though it also points 




Another study utilised focus groups to explore postpartum anxiety among women (40% had 
above normal anxiety levels while 45% were experiencing moderate to severe stress) admitted 
to an early parenting service in Melbourne, Australia (Rowe & Fisher, 2015). The women 
reported on sources of worry about their babies, themselves and their relationships and these 
were interpreted within contemporary social and health discourses around pregnancy and 
motherhood. Public information messages in particular (e.g. breast is best) were regarded as a 
source of worry and anxiety for these women. The women’s experiences during pregnancy 
were not a central part of the study. 
 
2.4.6.1 Qualitative Studies Exploring Perinatal Anxiety 
 
At the time of writing there was only one study that specifically explored anxiety both across 
pregnancy and the postpartum period by individual interview (Highet, Stevenson, Purtell, & 
Coo, 2014). Participants in the study experienced perinatal distress including depression and 
anxiety. They outlined a sense of frustration and disappointment in the experience of pregnancy 
and transition to motherhood. Nine participants had experienced perinatal depression only, one 
woman had an anxiety disorder without depression and twenty participants had depression and 
anxiety. (Highet et al., 2014). Therefore though the study examined anxiety during the perinatal 
period, it is difficult to differentiate between depression and anxiety given the high levels of 
comorbidity. 
 
The qualitative studies that have been conducted to-date add to the literature and provide an 
interesting perspective on experiences of anxiety during pregnancy and the postpartum as 
separate periods. However, none of them have exclusively attempted to explore anxiety across 
the perinatal period. Given the outcomes associated with perinatal anxiety as discussed earlier, 
an exploration of anxiety across this time span is warranted.  
 
2.5 Anxiety and Caregiving 
As outlined above, many of the negative outcomes that result from anxiety in the perinatal 
period relate to the negative effects on the infant. Of relevance therefore is a review of the 
literature in relation to perinatal anxiety and caregiving. Much of the literature in relation to 
caregiving centres on how anxiety may influence caregiving in the context of the mother-infant 
relationship. Indeed, the Infant Mental Health (IMH) literature emphasises the importance of 
the mother’s own mental health and past influences (referred to as ‘ghosts’ in the nursery’) on 
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her capacity to provide sensitive care to her infant (Fraiberg, Adelson, & Shapiro, 1975). Some 
of the key theories of mother-infant caregiving in the context of the present study are outlined 
below. Subsequently a discussion of the research in relation to anxiety and caregiving is 
presented: 
 
2.5.1 Caregiving Theory  
Bowlby (1951) was one of the first clinicians to recognise the importance of the mother’s care 
for the infant’s emotional development. In his theory of attachment, Bowlby suggested that 
attachment is goal directed and based on two systems, the caregiving system and the 
careseeking system. Once a careseeking or caregiving goal is met the systems become quiet 
until they are next alerted to a need. The security of the sensitivity and responsiveness of the 
mother functioned to allow the infant to explore their environment while having a ‘secure base’ 
to return to (Bowlby, 1988).  
 
Later research by Ainsworth and colleagues led to the development of the ‘strange situation’ 
and the identification of three attachment categories (Secure, Insecure: Avoidant and Insecure: 
Ambivalent) (Ainsworth, Blehar, Waters, & Wall, 1978). Main and Solomon (1986) added a 
fourth category of attachment (Disorganised). Importantly, in the research that followed, secure 
attachment was found to be a protective factor in relation to psychopathology in later life, 
whereas disorganised attachment classification was associated with a list of negative 
developmental outcomes such as poor emotional regulation and behaviour difficulties (Benoit, 
2004). The securely attached child was said to develop a more secure internal working model 
of relationships as a result of a sensitive and responsive caregiver, whereas the disorganised 
child was more likely to expect hostility and aggression in relationships (Rosenblum, Dayton, 
& Musik, 2009). 
 
Similar to Bowlby, Winnicott referred to the mother’s natural capacity to forget her own needs 
and focus on the needs of her baby as ‘primary maternal occupation’, an identification with the 
infant that starts in pregnancy and proceeds into early infancy. Interestingly, though not directly 
referring to anxiety, Winnicott suggested that primary maternal preoccupation would be 
considered a mental illness at any other stage of life, such is the mother’s level of unusual 
behaviour during this time. Winnicott referred to primary maternal occupation as creating a 
holding environment and providing physical needs as well as emotional regulation, key for 
later mental health. Winnicott suggested that if the infant is ‘held’ well enough that they will 
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develop a natural capacity to develop independence. This is similar to ‘cross-modal 
attunement’ as referred to by Daniel Stern (1985), i.e. the caregiving behaviours that ‘match’ 
the intensity, timing and shape (contour) of the infant’s affect. Stern considered attunement to 
be automatic and something that the caregivers were often unaware of. He referred to the 
‘vitality’ the mother and infant experience as a result of the process of attunement. 
 
Winnicott suggested that when mothers move on from primary maternal occupation, they move 
away from perfectly responding to their babies’ care to becoming ‘themselves’. In the process 
they become ‘good enough’. Winnicott suggested that most children received ‘good enough’ 
care. A mother’s imperfections and at times mis-attunements facilitate the infant’s move 
towards independence (Winnicott, 1960). However, the caregiver’s early ability to respond to 
the infant’s every need was essential. 
 
The role of anxiety in caregiving was recognised by Una McCluskey, in her theory of Goal 
Corrected Empathic Attunement (GCEA) (McCluskey, 2010). She had observed that adults in 
a psychotherapeutic setting displayed the vitality and satisfaction of an infant when their 
particular care-seeking goals were ‘met’. She proposed that when the fear based system 
becomes activated the care-seeking system is compromised, leading to a lack of an ability to 
explore. The careseeker is influenced by their internal and external environment which can be 
supportive or unsupportive. For example, after the person’s careseeking system is activated, 
their internal environment may be unsupportive. As a result their fear system is activated and 
expressed in classic fear responses of fight, flight or freeze. McCluskey suggested that the 
caregiver needs a supportive internal and external environment so that they can then provide 
fear free empathic care-giving to another. 
 
 
2.5.2 Anxiety and Caregiving Research 
Studies that explore the relationship between anxiety and caregiving range from those that 
examine attachment behaviours as outlined by Bowlby and Ainsworth to those that examine 
behaviours that are considered important for bonding. It is important to note that bonding and 
attachment are different, with bonding considered to be a precursor to attachment. However, 
both are used interchangeably in the literature, with reviews of attachment research including 




Though caregiving is traditionally viewed as something that occurs in the postpartum, 
Winnicott suggested that the mothers’ preoccupation with her infant begins in pregnancy. 
Indeed, research has shown that caregiving begins in pregnancy with the pregnant woman’s 
health related behaviours mediated by her relationship with the developing foetus (Van den 
Burgh & Simons, 2009). In addition, providing care in terms of stimulating activities is 
important in terms of foetal development in the womb. One study found that pregnant women 
who were anxious and/or depressed were less likely to engage in stimulating activities such as 
reading, talking and singing with their foetuses (Hernandez-Reif, Kendrick, & Avery, 2018). 
Interestingly, the women in this study were also more likely to drink caffeinated drinks (which 
has been associated with increased risk of miscarriage) than those who were not anxious and/or 
depressed.  
 
The role of caregiving in pregnancy has also been examined in the context of attachment and 
anxiety after previous perinatal loss. Studies differ in relation to whether there are impairments 
in the prenatal relationship with the foetus (Armstrong, 2002; Armstrong & Hutti, 1998; Gaudet 
et al., 2010). In a qualitative study of women who experienced perinatal loss, women reported 
holding back their emotions for the developing foetus, a process the researchers referred to 
‘emotional cushioning’ (Côté‐Arsenault & Donato, 2011). An interesting addition to the study 
would be to explore how these women relate to their infant in the postpartum stage.  
 
Researchers have found a correlation between pregnancy related anxiety and postpartum 
bonding, as measured by the Postpartum Bonding Questionnaire (PBQ-16) (Dubber, Reck, 
Müller, & Gawlik, 2015). Given the negative outcomes for infants in relation to pregnancy 
anxiety, this is an important finding. However, improving bonding and mother-infant 
attachment does not appear to be a straight forward process in mothers who experience anxiety. 
For example, though early screening and intervention in mothers with depressive 
symptomatology has been shown to be effective in improving mother-infant attachment there 
is no evidence so far that early screening can effect mothers with anxiety in the same way (Petri 
et al., 2017). 
 
In the postpartum, the interaction styles of mothers with maternal anxiety disorders are 
associated with increased infant distress in novelty situations, particularly if the mother has an 
avoidant style (Reck, Müller, Tietz, & Möhler, 2013). Research has also shown that anxious 
mothers are more controlling and less likely to follow their child’s lead (Stein et al., 2012). 
Women with postpartum anxiety disorders have also been found to report less bonding than 
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their non-anxious counterparts which may influence language development, with the 
relationship between anxiety and bonding partly predicted by the presence of subclinical 
depressive symptoms and maternal avoidance (Reck et al., 2018; Tietz et al., 2014). However, 
in another study mothers with high trait anxiety showed less sensitivity to their infants and 
reduced emotional tone even when high depressive symptomatology was taken into 
consideration (Nicol-Harper, Harvey, & Stein, 2007). This research highlights the importance 
of examining anxiety in the absence of depression to ascertain the effects of anxiety alone. 
 
In a study which compared mothers with PTSD due to childhood maltreatment to mothers with 
clinically significant depression, mothers with PTSD were shown to have similar parenting 
abilities to controls, whereas mothers with depression were found to have far more impaired 
parenting skills (Muzik et al., 2017). Childhood maltreatment appears to be a mediating 
variable for the association between impaired parenting skills and PTSD where a woman with 
PTSD and no history of childhood maltreatment is less likely to have impaired parenting skills 
(Muzik et al., 2013).  
 
Taken together, the above studies have found that anxiety in both pregnancy and the postpartum 
influences the care that the mother provides her infant both in the womb and post birth. Though 
many studies have reported on both anxiety and depression there appears to be merit in studying 
the effects of anxiety in isolation. Given that the care a mother provides to her infant is a key 
part of their developing relationship, combined with the negative outcomes for children who 
have insecure patterns of attachment, this is an area of study that needs more research. 
 
2.6 The Proposed Research 
As outlined above, though research has demonstrated high prevalence rates of anxiety in 
comparison to depression in the perinatal period, treatment approaches that provide an 
understanding of what helps women to cope with anxiety during this period is lacking. In 
addition, qualitative research that offers a unique role in mental health research in allowing 
individuals to ‘speak in their own voice’ is also lacking and there is a dearth of qualitative 
studies that explore anxiety during the perinatal period. Furthermore, though the literature has 
outlined the importance of caregiving within the mother-infant relationship, there is also a 
distinct lack of qualitative research on what it is like to have anxiety while providing care to an 




The current study aimed to contribute to the qualitative literature in this regard by exploring 
past experiences of anxiety during the perinatal period as a phenomenon but with specific 
exploration of caregiving experiences during this time. The focus on past experiences of 
anxiety allowed for an exploration of treatments or coping mechanisms that helped the 
participants to reduce their anxiety, given the lack of research in the area. 
 
The research question upon which the present study is predicated relates to the exploration of 
women’s experiences of anxiety during pregnancy and up until the end of their infant’s first 



























Chapter 3: Methodology 
 
‘The specifics are unique, but they are hung on what is shared and communal’ 
(Smith, 2009, p. 38) 
 
3.1 Chapter Introduction 
The present chapter will outline the methodology for the present study as well as the rationale 
for choosing a qualitative approach. It will also provide a description of Interpretative 
Phenomenological Analysis (IPA), the methodological approach that was utilised. Thereafter 
a description of the analytic process will be presented. Considerations regarding reliability and 
validity will be described and finally a reflective account of the data collection and analysis 
will be presented. 
 
3.2 Rationale for the Methodology 
Qualitative researchers are concerned with how individuals experience and make sense of the 
world. Whereas quantitative methods are concerned with prediction and the manipulation of 
variables, qualitative methods aim to describe and possibly explain experiences (Willig, 2013). 
Though quantitative research has arguably been the dominant methodology in psychology, 
there is increasing recognition of the advantages of qualitative research (Griffin, 2004). The 
use of qualitative research methods to explore topics related to mental health, for example, 
allow ‘people to speak in their own voice, rather than conforming to categories and terms 
imposed on them by others’ (Sofaer, 1999, p. 1105). They can provide a depth of understanding 
of participant’s perspectives that is not always evident in quantitative research (Palinkas, 2014). 
Qualitative research can also allow for a deep exploration of issues that have not been well 
studied and as a result a ‘thick description’ of phenomena (Geertz, 1973).  
 
A qualitative methodology was chosen for the present study as it aimed  to explore and describe 
the lived experiences of the interviewees. There is a paucity of qualitative studies that aim to 
explore women’s lived experiences of anxiety during the perinatal period. In addition, at 
present there are no qualitative studies that have explored women’s experiences of perinatal 




3.3 Interpretative Phenomenological Analysis (IPA) 
Interpretative Phenomenological Analysis (IPA) is a psychological experiential research 
methodology that is interested in the everyday lived experiences that hold particular importance 
or significance (Smith & Osborn, 2015). It is a phenomenological approach in that it is 
interested in the participant’s personal perceptions or experiences. IPA was selected as the most 
appropriate methodological approach to explore the research question for the present study. 
The aim of the study was to explore and understand the lived experiences of women who 
experienced anxiety during the perinatal period and what it was like to take care of their infants 
during this time. IPA provides an opportunity to give voice to these women from an ‘insider 
perspective’ (Smith, 1996).   
 
Though not a methodological approach, Thematic Analysis (Braun & Clarke, 2006) was 
originally considered as a method of data analysis for the current study. Thematic analysis can 
be defined as ‘a method for identifying, analysing, and reporting patterns (themes) within data. 
It minimally organises and describes your data set in (rich) detail’ (Braun & Clarke, 2006, p. 
6). In considering the use of thematic analysis or IPA, IPA appeared to fit better with the 
research question. The individual and yet collective approach of IPA provided more room for 
deeper analysis on an individual level than that which could be achieved using thematic 
analysis. In addition, unlike thematic analysis, IPA is a methodological approach, the 
theoretical and methodological framework of which suited the research question. 
 
The use of Grounded Theory was also considered. Grounded theory provides a systematic 
procedure for collecting and analysing data, the aim of which is to develop theory. The aim of 
the present study was not to develop theory per se. In addition, the purposive sampling that was 
conducted in a specific part of Ireland and with specific groups of women (e.g. those attending 
mother and baby/toddler groups) may not have provided adequate flexibility for the 
development of theory, particularly in relation to the ‘full version’ of data collection associated 
with Grounded Theory research (e.g. using different methods of data collection and pushing 
outwards to provide detailed and dense category development) (Willig, 2013).  
 
Discourse Analysis and Narrative Analysis were also considered. Discourse analysis is 
concerned with language and language use and the construction of reality through discourse 
(Willig, 2013). The present study was not interested in an analysis of the women’s language 
and their use of language per se. Narrative Analysis was also considered. However, the present 
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study was more interested in the lived experiences of participants, rather than analysing the 
stories that people tell about their lives. The current study was also interested in specific 
questions and gaining a deeper meaning of the lived experiences of participants, therefore the 
ability to probe for deeper meaning may not be consistent with Narrative Analysis (Murray, 
2015). 
 
IPA is based on a number of theoretical underpinnings including (1) Phenomenology (2) 
Hermeneutics and (3) Idiography. The first theoretical underpinning of IPA is phenomenology. 
This foundation is influenced by a number of philosophical principles by philosophers such as 
Husserl, Heidegger, Merleau-Ponty and Sartre (Smith et al., 2009). IPA emphasises the 
importance of experience, interpretation of experience, and meaning making from a 
psychological perspective. Whereas Husserl for example was interested in the essence of 
experience including his own, within IPA the focus is on other people’s experiences. These 
experiences are then contextualised from a psychological perspective (Larkin, Watts, & 
Clifton, 2006). 
 
The second theoretical underpinning of IPA is double hermeneutics. In the process of double 
hermeneutics ‘The participant is trying to make sense of their personal and social world; the 
researcher is trying to make sense of the participant trying to make sense of their personal and 
social world’ (Smith & Osborn, 2004, p.40). Therefore, the researcher takes on a dual role, 
sharing the role of being a human being with the participant while making sense of the 
participant’s experiences depending on what experience is shared. 
 
The final theoretical underpinning of IPA is idiography, or the particular. In general, the 
methodological approach of IPA uses small samples, and even single cases in its sampling and 
analysis. It focuses on particular cases in their own particular contexts and examining each case 
before moving to the analysis of the next one. The rationale for this is that the analysis should 
be thorough and systematic and result in a level of rich detail (Smith et al., 2009).  
 
3.4 Semi-Structured Interview 
Qualitative methods allow for the collection of data using a range of methods including semi-
structured interviews, focus groups, observations and diaries in natural settings (Willig, 2013). 
A semi-structured interview (see Appendix I) was chosen as the data collection method for the 
present study. It was perceived as being the best and most sensitive method to explore the lived 
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experiences of the participants. A semi-structured interview can be defined as ‘an interview 
with the purpose of obtaining descriptions of the life of the interviewee in order to interpret the 
meaning of the described phenomena’ (Brinkmann & Kvale, 2015, p.6). A structured interview 
would not have adequately explored the participant’s experience or provided enough flexibility 
to the researcher to adequately address the research question. In addition, a structured interview 
would not allow for the acquisition of ‘rich data’ that is required within the IPA method of data 
collection (Smith & Flowers, 2009). In IPA research there should be room for the participant 
to develop ideas and reflect on their experiences, in contrast to a highly structured methodology 
where there may not be the space for this to happen. The use of the semi-structured interview 
is particularly useful in the context of a mental health study. The flexibility of the interview 
allows the researcher to explore nuanced responses sensitively, by returning to answers or 




Samples utilised in IPA research are generally selected purposively rather than randomly as is 
the case with many quantitative approaches (Smith, Flowers, & Larkin, 2009). Recruitment is 
also generally from a homogenous group, as opposed to grounded theory where recruiting 
participants who represent exceptions or unusual cases is generally required (Pietkiewicz & 
Smith, 2014). Participants are most often recruited by referral by others (e.g. professionals), 
referral by other participants or from particular opportunities where there may be a likelihood 
of the presence of a sample of representative participants (Smith, Flowers, & Larkin, 2009).  
 
Given the emphasis on bigger samples in quantitative research, traditionally qualitative 
researchers have also attempted to carry out research with large samples. However, given the 
more recent emphasis of quality over quantity and the maturing of the methodology, smaller 
samples of rich data are recommended within IPA to provide a more detailed account of human 
experience (Smith, Flowers, & Larkin, 2009). In general, between four to ten interviews are 
suggested for a professional doctorate programme with four to eight interviews specifically 
recommended for doctoral programmes in the U.K. (Smith, Flowers, & Larkin, 2009; Smith & 




3.5.2 Inclusion and Exclusion Criteria 
Participants were included in the present study if they were over the age of eighteen years old, 
had given birth to a baby within the last three years and had past experiences of anxiety during 
pregnancy and/or the year after the birth of their baby (the perinatal period). As the current 
study was interested in what helped the women manage and reduce their anxiety, potential 
participants were not included in the study if they were currently experiencing anxiety. 
 
3.5.3 Recruitment 
The researcher attended two mother and baby and three mother and toddler groups in South 
Tipperary. A brief overview of the study was provided to the women who attended the groups 
on the particular day that the researcher visited. If any of the women were interested in finding 
out more about the study they were provided with an information sheet (see Appendix III) and 
consent form (see Appendix IV) that invited them to contact the Investigator by e-mail or 
telephone to declare their interest in participation. After participants declared their interest, 
they were then contacted by the researcher by telephone to gain verbal consent. If they met the 
criteria for inclusion in the study an appointment for the interview was also arranged during 
this call.  
 
All nine participants were recruited from the three mother and toddler groups with no 
participants recruited from the two mother and baby groups. Table 3.1 below provides details 
relating to each of the participants. The participants ranged in age from 34 to 43 years. Four of 
the participants were first time mothers and five of the participants were mothers of two or 
more children. All of the participants were living with the father of their youngest child. No 

















Age Number of 
Children 






38 2 30 months 63 minutes 
Sue 
 
43 3 24 months 60 minutes 
Anne 
 
37 2 21 months 57 minutes 
Sharon 
 
39 1 10 months 47 minutes 
Louise 
 
34 1 11 months 53 minutes 
Cathy 
 
35 1 + 7 months 
pregnant 
21 months 70 minutes 
Molly 
 
40 1 24 months 72 minutes 
Jen 
 
38 3 9 months 68 minutes 
Emma 
 




Each participant chose the location at which the interview would take place. Of the nine 
interviews, eight took place in the participant’s home with one taking place in a café. The 
researcher attempted to build a rapport with each participant before the interview began.  
 
After the initial rapport building, each participant was asked to read the consent form. If the 
participants had any questions at this point then they were answered accordingly. After the 
participant signed the consent form they were reminded that the interview would be recorded 
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using a Dictaphone and details related to confidentiality (as outlined in the information sheet) 
were discussed. Time was allowed for any questions before the interview began.  
 
The pilot interview was presented to three Infant Mental Health (IMH) specialists for feedback 
in relation to the interview schedule and specifically the sensitivity of the questions. A pilot 
interview (not included in the final version of the thesis) was also completed to obtain feedback 
on the interview schedule from the participant’s point of view. It also enabled the researcher to 
gain familiarity with the interview, the time restrictions, question specificity and the interview 
flow. Specific questions were changed to ensure that the interview was effective in gaining a 
deeper meaning of individual experiences but with the greatest sensitivity.   
 
Smith, Flowers and Larkin (2009) suggest that ‘rich’ data collection is required with the use of 
IPA. Specifically, they suggest that there should be room for the participant to develop ideas 
and reflect on their experiences, in contrast to a highly structured methodology where there 
may not be the space for this to happen. Therefore, the researcher attempted to ensure that the 
participant was free to express their own ideas and perception of their experiences. The 
researcher as much as possible attempted to allow the flow of the interview while also at times 
asking probing questions where indicated, to gain a deeper understanding of the women’s lived 
experiences. In order to facilitate the participants, interviews took place in their own homes 
often with their children present in an adjoining room. The participants homes represented a 
naturalistic setting in which they were most comfortable.  
 
Following the completion of the interview the participants were thanked and provided with a 
debriefing sheet (see Appendix V). Any questions that the participants had were answered. The 
researcher indicated that she would contact the participants by telephone in approximately 
seven days. However if they had any questions in the meantime the debriefing sheet also 
provided the contact details of the researcher, as well as directions to contact their GP or the 
Psychology Department in Tipperary should they experience any difficulties or require any 
support. 
 
The duration of each interview was between 47 and 70 minutes. Research memos and reflective 
notes on each of the interviews were recorded to provide an account of the researcher’s 
experience of conducting the interviews in terms of observations and personal reflections. For 
example, Participant 9’s interview (pseudonym Emma) was particularly moving to the 
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researcher (see Appendix VI for examples). Therefore, reflective notes provided an opportunity 
to reflect on these emotive experiences after individual interviews. 
 
3.7 Data Analysis 
The data was analysed according to the guidelines outlined in Smith, Flowers and Larkin 
(2009). The authors suggest that their guidelines simply provide a framework for analysis, but 
may be particularly useful for a first time project. An example of the layout and format of the 
initial analytic process is displayed in Appendix VII. Steps involved in the analysis were based 
on the recommendation of Smith, Flowers and Larkin (2009), as outlined in the following 
section: 
 
Step 1: Reading and Re-reading 
The first step in the analysis process involved reading and re-reading the transcript and 
immersing myself in the data. This involved listening to the original audio recording, reading 
field notes associated with the particular transcript and taking time with the transcript. A 
reflective journal was used to record my reactions to reading the transcript or listening again to 
the audio recording. 
 
Step 2: Initial noting 
After becoming very familiar with the transcript, the language and semantic content was 
examined and noted throughout the transcript. The exploratory comments were divided into 
descriptive comments, linguistic comments and conceptual comments.  
 
Step 3: Developing emergent themes 
This stage of analysis involved the development of emerging themes throughout the transcript. 
It mainly involved working with the initial notes as outlined above, rather than directly with 
the raw transcript. 
 
Step 4: Searching for connection across emergent themes 
After the emerging themes had been established they were then ordered chronologically after 
which time the themes were put into a list, printed and cut up. The themes were placed on the 
floor and moved around to see how they did or did not fit together, resulting in the identification 





Step 5: Moving to the next case 
Steps 1 to 4 were then repeated with the next case. Each transcript was read while attempting 
to leave the previous transcript and themes to the side, in keeping with the idiographic 
methodology of IPA. 
Step 6: Looking for patterns across cases 
The researcher then looked for patterns across all of the cases in the study. This involved laying 
each case’s themes across the floor and looking for similarities, differences as well as the 
frequency with which similar themes had emerged (see Appendix VIII). This resulted in the 
identification of a master table of themes for the group.  
 
3.8 Reliability and Validity 
Judging the quality of qualitative research is an area of much debate. Some researchers suggest 
that rather than judging the quality of qualitative studies on some predetermined criteria there 
should instead be an appreciation that each individual qualitative study is unique (Rolfe, 2006). 
However, other researchers have argued that it is important that qualitative research employ 
general guidelines to assess quality (Noble & Smith, 2015; Yardley, 2000). In terms of 
assessing the quality in IPA research, Smith, Flowers and Larkin (2009) refer to Yardley (2000) 
and her four broad principles for assessing qualitative research for quality. These are discussed 
below in terms of the present study. Additionally, considerations of the value of auditing in 
qualitative research are also discussed in the context of the present study.  
 
3.8.1 Sensitivity to Context 
According to Yardley (2000) IPA should demonstrate sensitivity to context in a variety of ways 
including the use of IPA as a methodology, recruitment of participants and data collection. The 
present study demonstrated sensitivity to context in relation to using IPA as a method of 
analysis in choosing to look at the particular experiences of the women recruited to take part 
in the study. In addition, the researcher closely considered the semi-structured interview as a 
method of data collection and in conducting the interviews aimed to demonstrate rapport, 
empathy and curiosity without displaying a ‘knowing all’ position. In addition, given the 
sometimes, sensitive topic of mental health the researcher aimed to display sensitivity to the 
participant’s situation with a commitment to confidentiality. In the data analysis and the final 
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thesis, the researcher aimed to carefully analyse and interpret each participant’s data to gain 
and present an authentic description and interpretation of the individuals’ lived experiences. 
 
3.8.2 Commitment and Rigour 
The researcher was committed to IPA as an approach and aimed to demonstrate commitment 
in collecting, analysing and interpreting the data. Rigour was demonstrated in the selection of 
the semi-structured interview and consultation with other professionals as well as a pilot 
interview to develop appropriate questions for the participants. The researcher aimed to recruit 
a sample that was as homogenous as possible according to IPA principles. The researcher 
aimed to demonstrate rigour in the analysis and interpretation of the participant’s experiences. 
The researcher aimed to present a reasonable interpretation of each participant’s lived 
experience. 
 
3.8.3 Transparency and Coherence 
Throughout the present thesis, the researcher aimed to present a transparent account of the 
consideration of the chosen methodology, how participants were sampled, how the semi-
structured interview was devised and considered, how data was collected and the analysis of 
the results. In terms of coherence the researcher attempted to consistently conduct the study 
from the design to the analysis and interpretation of the results as an IPA study, using guidelines 
from Smith, Flowers and Larkin (2009). It is hoped that this is demonstrated in the coherence 
of the study. In addition, the researcher continually sought guidance from supervisors in 
relation to drafts of each chapter as well as printing and reading and correcting the thesis both 
in terms of individual chapters and the thesis as a whole, to ensure it was coherent and 
consistent with the principles of IPA. 
 
 3.8.4 Impact and Importance  
In researching and conducting the present study it is hoped that it will prove to have some 
impact in providing an insight into women’s lived experiences of anxiety during the perinatal 
period as well as their experiences of providing care to their infant during this time. It is also 
hoped that as the first Irish study to qualitatively explore perinatal anxiety that it may contribute 
towards the Irish literature. Lastly, the recruitment of participants in the mother and toddler 
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groups in itself may have been important in opening a discussion on the topic of anxiety during 
this time, given that there is minimal or ad hoc screening of perinatal anxiety in Ireland.   
 
3.8.5 Audit 
Smith et al. (2009) refer to Yin (1989) when exploring how validity can be considered in 
relation to qualitative research and IPA. Specifically, Yin (1989) referred to a ‘chain of 
evidence’, where every part of the study, from the initial exploration of the research question, 
to the final document is documented. The researcher attempted to do this by printing all related 
material relevant to the thesis along with the final document and piecing it together. For 
example, field notes that may be relevant to the results section were included at this point so 
that the trail of evidence was as transparent as possible. The researcher’s supervisor also 
checked the researcher’s coding to ensure the validity of the researcher’s analysis. 
 
3.9 Ethical Issues 
Ethical approval for the study was granted by the Research Ethics Committee from the HSE 
South Eastern Area (See Appendix IX). As the study was exploring the participants’ past 
experiences of anxiety there were a number of ethical issues to consider. Given the sensitive 
nature of the topic, the researcher attempted to ensure each participant was fully autonomous 
in their decision to take part in the research study, as well as their right to withdraw from the 
study at any time. The researcher was also aware of the participants’ need for privacy, 
confidentiality and the protection of their data. The researcher attempted to ensure that each 
participant was aware of the potential for distress as well as the support that they could access 
if they did experience distress. The measures put in place to ensure that these ethical issues 
were addressed are outlined below under the headings (1) Informed Consent (2) Debriefing 
and Support and (3) Privacy and Confidentiality: 
 
3.9.1 Informed Consent 
Information sheets and consent forms were provided to women before the commencement of 
the study (at least seven days before the interview was scheduled), so that they were fully aware 
of what it entailed. Participants were required to contact the researcher if they were interested 
in participating in the study. On the information sheet it specified that though the research 
involved exploring women’s past experiences of anxiety, talking about this anxiety may be 
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difficult. The researcher also ensured to conduct the interview in a non-judgemental and 
empathetic way. The participants were informed that they could withdraw from the study at 
any time.  
 
3.9.2 Debriefing and Support 
Participants were informed that the researcher would contact them within seven days of 
completing the interview but the debriefing sheet also provided them with the contact details 
of the researcher should they have any questions. If any of the participants experienced any 
distress after the interview they were directed to contact their GP and were also provided with 
the contact details of support organisations. They were also provided with the contact details 
of the Child and Family Psychology Department in Tipperary, Co. Tipperary if they needed 
advice or support. Three clinical psychologists who are also IMH specialists agreed in advance 
to provide support to any of the participants who required it. This support could range from 
general advice to parent-infant psychotherapy.  
 
3.9.3 Privacy and Confidentiality 
In the interests of privacy, given the sensitive nature of the topic, each participant chose the 
location, day and time of the interview. A number of actions were also put in place to ensure 
confidentiality of participant’s data. Firstly, all participants’ interviews were recorded using an 
Olympus Dictaphone and once the interview was completed the researcher copied the interview 
on to her own password protected laptop and the audio file was deleted. All participants’ names 
were replaced with pseudonyms to protect their identity. Any identifying details were removed 
from the transcripts (e.g. children’s names, partner’s name, dog’s names, name of town, etc.). 
Large sections of the transcript were not used in the final manuscript. Instead, individual quotes 
were used with great sensitivity and to ensure that each participant’s identity was protected. In 
addition, apart from the researcher the only other person who had access to the data was the 
research supervisor.  
 
3.10 Reflexivity 
The type of analysis that was used in the present thesis, IPA, provided an in-depth opportunity 
to explore experiences of anxiety and care-giving. Smith, Flowers and Larkin (2009) outlined 
that though IPA research is concerned with the lived experience of the participant, the end 
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result involves a collaboration between the participant and the researcher, an analysis of how 
the researcher thinks the participant is thinking, which involves the double hermeneutic. In my 
role as an IPA researcher, it was important that I acknowledged the beliefs and assumptions 
that I had in the process of collecting and analysing the data. For example, as a mother of a 
two-year-old daughter at the time of data collection, I could identify with many of the 
difficulties that the mothers experienced. On reflection, I felt that my role as a mother benefited 
the recruitment and data collection process. For example, many of the women asked if I had a 
child and it appeared to establish a commonality when I disclosed that I had a daughter. As a 
result I found rapport building happened naturally. However, my personal experience was 
something that I had to be aware of throughout the interview process, to make sure that it did 
not interfere or influence the participant’s answers, particularly when a particular experience 
resonated with me personally. Acknowledging this made me more aware of always remaining 
curious about the women’s personal experience without disclosing my own. I was also aware 
of how my personal experience may have influenced the data analysis and therefore gaining an 
objective view of the data from my supervisor was especially important.  
 
I received supervision from IMH specialists to ensure that there was sensitivity in the way that 
the questions were constructed. This aspect was extremely important to me. Overall, the 
process of collecting data was a humbling process. The ability of the women to provide their 
own accounts of their experiences at such a level of depth was at times surprising and also at 












Chapter 4: Results 
 
4.1 Chapter Introduction 
The present chapter will report the research findings for the current study. These findings were 
developed using an Interpretative Phenomenological Analysis (IPA) framework. The aim of 
the analysis was to represent women’s lived experiences of anxiety and caregiving during the 
perinatal period. It is hoped that the researcher’s deep familiarisation with the data in following 
the methodology of IPA resulted in findings that are representative of each individual as well 
as of the group.  
 
4.3 Overview of Research Findings 
Figure 4.1 outlines the superordinate themes that were developed as a result of the analysis and 
interpretation of the data. Superordinate Theme 1 is entitled ‘Early Fears’ and conveys the fear 
and anxiety that the women experienced during pregnancy and the process of giving birth. It 
explores previous losses, a hesitancy to reveal the pregnancy and the fear associated with a 
traumatic birth. Superordinate Theme 2 Being the Caregiver conveys participants’ 
interpretations of their experiences of bonding, being an anxious caregiver, the pressures of 
being a ‘mother’ and feeing judged. 
Superordinate Theme 3 Needing Care provides a description of participants’ experiences of 
needing care for themselves during the perinatal period. This theme includes a discussion of 
experiences of feeling let-down, getting support and their reflections on not having postpartum 
depression but still needing to talk about their mental health. Superordinate Theme 4 
Developing Confidence conveys participants’ growth in confidence as time has gone by and as 
a result of their experiences. This theme is discussed in terms of participant’ experiences of 






































Figure 4.1: A Diagrammatic Representation of the Superordinate Themes 
 
Superordinate Theme 1: 
Early Fears 
 
(1) The Shadow of Previous Loss 
(2) Revealing the Pregnancy 
(3) A Traumatic Birth 
 
Superordinate Theme 2: 
Being the Caregiver 
 
(1) Bonding 
(2) Anxiety in caregiving 
(3) Pressures of Being a ‘Mother’ 
(4)  Feeling Judged 
 
 
Superordinate Theme 3: 
Needing Care (Who’s Minding 
Mammy?) 
 
(1) Feeling Let Down 
(2) Getting Support 
(3) Not Postpartum Depression 
 
Superordinate Theme 4: 
Developing Confidence 
(1) Attuning to the Needs of Baby  
and Self 




4.4 Superordinate Theme 1: Early Fears 
The first superordinate theme Early Fears conveys the difficulties that many of the participants 
experienced during pregnancy and around the time of their baby’s birth. For some, the trauma 
and anxiety of the birth came after a relatively relaxed pregnancy. For others anxiety was 
sustained throughout the whole pregnancy and related to the safety of the baby and being hyper 
vigilant to negative possibilities or outcomes.   
‘My family were always saying everything will be fine. But you know, like I knew 
better that things might not be fine. You know, I’d lived it not being fine.’ 
               Emma 
4.4.1 The Shadow of Previous Loss 
For some of the participants, previous losses influenced the development of subsequent anxiety 
when they became pregnant again. The loss or losses they experienced resulted in a lack of 
trust in the process of being pregnant and a lack of trust in a positive outcome to the pregnancy. 
For some, their fear resulted in a state of hyper-vigilance. They remained on alert to signs that 
their baby may not be safe. Emma had previously given birth to a still-born baby daughter 
when she was five months pregnant. She subsequently also experienced a late miscarriage at 
14 weeks. She then became pregnant again. Her previous experiences of loss cast a shadow on 
this pregnancy. She experienced flashbacks throughout and remained hyper-vigilant to signs 
that she might be losing her baby:  
‘The major stress, the major anxiety. You know for months after I used to think I 
was bleeding. I can visualise it…I could nearly feel it happening, even though it 
didn’t happen. In the months afterwards, cos like, it used to replay over and over 
again.’ 
Emma’s fears, were reported to have impacted her ability to develop an attachment. Having 
found out the sex of the baby in her previous pregnancies, she chose not to find out subsequent 
to her losses. This was a self-protective strategy that she perceived might lessen the pain if she 
experienced another loss: 
‘Even though I was pregnant I didn’t allow myself to even believe that I was… kind 
of putting a wall, like putting a barrier there, letting myself know that it might not 
work out ok, do you know I kept kind of reminding myself… because I didn’t want 
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to get too attached. Not like, I know when you find out you’re pregnant you’re 
attached. But I think when you know it’s a boy or girl you visualise it more’ 
Emma attended hospital to be scanned every two weeks. The scans represented an opportunity 
for her to observe whether her baby was healthy and at least temporarily reduce her anxiety. 
However, they also represented past trauma, as she previously discovered that her babies were 
not alive by the same method. Below she describes her anxiety during her attendance at her 20 
week scan, the same time that she found out she had lost her stillborn daughter. The extract 
describes her ‘freezing’ and barely able to communicate as a result of her fears for the safety 
of her baby:  
‘I’d say they were quite worried about me, cos I was so anxious like, you 
know I was barely putting a sentence together. I was just so convinced 
something was wrong’ 
Molly was confident that she would have a positive outcome on her first pregnancy and 
subsequently experienced a miscarriage. As a result her confidence in the outcome of her 
second pregnancy was affected:  
‘The first pregnancy I didn’t seem to realise anything could go wrong. And it was 
a shock when it happened. So then if you have a bad experience the next time you’re 
doing something the same, those things are going to come back.’ 
The natural excitement she felt on her first pregnancy was interspaced with fear on her second. 
As a result, Molly did not enjoy her second pregnancy in the same way as she had enjoyed her 
first. She conveyed a sense of guilt for the way she was feeling, as well as a sadness for what 
she had lost.  
‘I just kept saying that it wasn’t fair for the baby, for me, to be feeling the way I 
was feeling. Because she didn’t do anything wrong.’ 
She remained alert to possible threat and after some bleeding in early pregnancy she 
subsequently attended the hospital for six scans before she was 12 weeks pregnant. For Molly, 
the scans provided a welcome if brief relief from her fears.  
 ‘It reassured me, every week I had a scan to reassure me that everything was fine. 
And that kept me sane.’ 
Though both Emma and Molly looked for help to ease their anxiety, not all of the women 
looked for reassurance in the same way. Having also experienced a miscarriage, Mary 
internalised her fears about her subsequent pregnancy. Although terrified about subsequent 
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loss, her loss was not palpable to the outside world, though she remained constantly alert, 
especially during the initial period of her pregnancy:   
‘So right from the start, I thought, you know am I going to have a miscarriage? Is 
this going to be ok? So while I was living perfectly normal, on the surface no-one 
would have known, it was terrifying’ 
Both Molly and Mary experienced a reduction in their anxiety when they began to feel their 
babies move. However, given Emma’s previous experience, she never felt ‘safe’ during 
pregnancy, and described ‘begging’ her consultant for an early ‘section’. To Emma, her body 
represented the unknown and a possibly unsafe environment for her baby. 
 
4.4.2 Revealing the Pregnancy 
Many of the mothers discussed the need to hide their pregnancies. Some only revealed their 
pregnancies when it was essential or when they felt that it was safe. Sharon had experienced 
years of infertility prior to the pregnancy with her son through In Vitro Fertilisation (IVF). Her 
experiences of disappointment had had an impact on her. She was more fearful of revealing 
her pregnancy, believing that it was almost too good to be true and protecting herself from the 
possibility of loss: 
‘I put it down to IVF you see, that obviously, when you think I can’t believe I’m 
pregnant, so you’re really thinking am I going to lose it. And where most people 
would have a cut-off point of 12 weeks I kind of was saying 20 weeks, you know 
you think, this is going to be taken away from me, this can’t be real.’ 
Given Emma’s previous experience of loss, she chose to reveal her pregnancy as late as she 
could to all around her, with the exception of her husband and close friend. For Emma hiding 
the pregnancy was also a self-protective strategy. Her previous experience of informing people 
about the pregnancy, including her children, and then her subsequent loss had been extremely 
traumatic. She describes arriving home from the hospital after her daughter was stillborn: 
‘They knew they were getting a little sister. That was the worst thing I have ever 
experienced in my life. Because I remember after I came back in from the hospital, 
the first thing my son said was, is the baby still in your belly? I can never forget 
that image in my head of him standing in the hall, like, it was horrific.’  
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As a result she did not tell her children she was pregnant on her final pregnancy until five weeks 
before the baby was born. She conveyed almost a sense of incredulity when looking back on 
the way she ‘hid’ her bump from everyone: 
‘Even like towards the very, very end when I was massive, I was putting a scarf on 
as if like, as if I wasn’t.’ 
When asked what would have helped at the time she confided that she simply wanted to escape. 
The following extract conveys her anxiety in relation to the reality of being pregnant and the 
reality that other people’s knowledge of her pregnancy represented to her:  
‘Do you know I actually would have moved away if I could have…just completely 
shut myself away from anyone who knew me’ 
Having experienced a previous miscarriage, Molly decided to delay telling people she was 
pregnant until she was seventeen weeks, with the exception of close family and some friends. 
She conveyed a sense of self-protection in keeping the news within her inner circle, people 
who could provide her with support, no matter the circumstances, allowing for the possibility 
of loss: 
‘the general group of friends wouldn’t have known until I was 100% sure 
everything was going to be fine.’ 
For Jen her pregnancy that resulted in her third child was unexpected. She hid her pregnancy 
as she internalised that it would be perceived negatively by others.  
‘I was going to three and people talk about the going to three thing, and I think I 
got worked up and again his wasn’t really as expected… I just felt like, I felt that 
the whole thing was overwhelming, because he was the third, you know? I think 
people take the news more negatively when you tell them.’ 
Although she did not experience fears about the safety of her baby, she recognised her own 
need to delay telling others until she was comfortable with her pregnancy. She revealed the 
pregnancy at 14 weeks because it was becoming obvious rather than because she wanted to 
share the news. This time allowed her to be able to cope with the change in her circumstances 




4.4.3 A Traumatic birth 
Eight out of nine of the participants interviewed had a caesarean section to deliver their 
youngest child. For some of the participants the section was planned to reduce their anxiety. 
However, for others the unplanned nature of their deliveries was traumatic. These experiences 
induced a sense of panic and anxiety just before they delivered their babies. Sue was 41 years 
old when she unexpectedly became pregnant. She spent much of her pregnancy catastrophising 
about conditions associated with older mothers, such as preeclampsia and Downs Syndrome – 
‘That scaring me the most’. Being from Thailand, she felt unable to discuss her concerns with 
the health professionals. ‘here, I have a limited vocabulary and I cannot say all my thoughts. 
So many things’.  She was informed that she had developed preeclampsia at twenty eight weeks 
gestation and was required to deliver her baby within hours. She found the experience before 
her baby’s birth traumatic, perpetuated by her inability to communicate effectively with the 
health professionals: 
‘she tried to tell me that I should ring my family and say how I’m feeling. It’s like 
for me it’s like, say goodbye, something like that. So scary’ 
‘then they said, arch your back. And this word I don’t know, I don’t know this 
word... and then I can feel like they have stress in that room, because the doctor 
cannot put the injection in me’ 
Though she expressed that she did not want to deliver her baby so soon she conveyed that she 
was powerless to her body and the needs of her baby, as outlined by the health professionals. 
For Sue, her worst fears were unfolding: 
 ‘And then oh, everything that I afraid the most is happen. Got pre-eclampsia too. 
Premature baby too. And go to the theatre room with fear…I feel the most scared 
that day.’ 
After being told she needed to have an emergency caesarean during labour, Cathy began to 
panic: 
‘That was very traumatic for me. When he told me you’re going to have a section, 
I started crying and I said I don’t want to have a section… It never dawned on me 
that the baby would need to be cut out of me’  
Cathy also felt tugging during the procedure and began to behave erratically in reaction to the 
drugs, something that was inconsistent with her perception of herself: 
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‘I don’t know if it was psychotic or just drugged out of it. But, like I started, kind 
of abusing people. And I wouldn’t do that like, and am, yeah like I was crazy’ 
For Cathy, the birth of her baby was inconsistent with her perception of what the birth of her 
baby should have been, as well as her perception of herself. As well as healing physically after 
the birth of her baby, she also needed to heal psychologically.   
Due to medical complications, Louise had to have a general anaesthetic during her son’s birth 
and as a result did not see him until he was three hours old. She shared a sense of loss for the 
experience for not having a normal birthing experience and losing out on the first few hours 
with her son: 
‘I got very upset for months after he was born. I missed his birth and so did my 
partner’ 
 ‘Even if it was just a normal section, just to be able to hold the baby. I said to my 
partner, like he could have been anyone’s child that we were just handed, cos 
neither of us saw him being born.’ 
The days after her son’s birth were also traumatic. She developed her own medical 
complications and as a result was unable to see her baby for two days, describing her first week 
as a mother as ‘emotional’. To Louise, an integral part of becoming a mother and being a 
mother was giving birth to her baby. Her sadness as a result of this loss affected her for ‘months’ 
afterwards.  
 
4.5 Superordinate Theme 2: Being the caregiver 
The superordinate theme ‘Being the caregiver’ reflected the role of the mother in providing 
care to their babies and what that lived experience was like for them.  
 
‘You’re completely devoted to it. It becomes your whole world. When you’re that 
fixated on something you can kind of nearly develop anxieties because you give 
yourself over to it, but maybe I always had underlying anxieties that having kids 
brought out and these experiences highlight it more for me. Because you’re 
worrying about, um, dependents, you know. I’ve never had to worry about people 
being dependent on me before.’ 




Over the last number of years, the importance of the first moments and hours after birth in 
developing a ‘bond’ between mother and infant has been highlighted (Winston & Chicot, 
2016). These moments are perceived as laying the foundations for attachment. For many of the 
mothers who were interviewed, the moments after the birth of their babies were a mixture of 
relief and joy. Though Emma described protecting herself from attaching to her baby during 
pregnancy, as soon as her baby was born she felt an immediate delight and a bond: 
‘It was amazing like, it was like, finally, I can finally let myself believe that he is 
here’ 
Though initially a little anxious it appeared to reduce substantially after her baby was born: 
‘I suppose it was a good weight off my shoulders. Maybe I was a little bit more 
cautious for a while, but I think I’m not as on edge I suppose…It was mainly the 
pregnancy that was the cause of all the anxiety really.’  
She described with affection her relationship with her son: 
‘He’s definitely the most attached of all of them. He’s a little monkey. Yeah 
(giggles)’ 
For Anne, the bonding process initially took a little longer, she felt that she had to get to know 
her infant: 
‘I had to get used to her, it took me a few days to get used to her. It wasn’t like, this 
overflowing love for this baby that people talk about. I wasn’t, you know, just 
horrified by her or anything. But at the same time, it did take a while to get used to 
her being there. After a day or two the hormones kick in and everything, you’re 
more emotional’ 
Similarly, for Louise, who experienced a traumatic birth and separation from her baby for up 
to three days after the birth, the bonding process took longer: 
‘It probably did take a little while to bond with him, I don’t know maybe it would 
have been that way anyway, um I don’t know like, but no when he was born it took 
a while.’ 
Mary had the experience of her baby being taken away from her when she had her first 
caesarean. After a change of policy, Mary conveyed the importance of having her baby with 
her after birth: 
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‘Whereas the second time round…we were together all the time. And then she was 
put in the bed beside me, wheeled back upstairs, we were never separated. I think 
that’s really important.’ 
The mothers that were interviewed described different experiences of bonding, with some 
taking time. None of the women experienced a lack of bonding. It is important to also note that 
the interviewer did not directly refer to ‘bonding’ or ‘attachment’ during the interviews. 
 
4.5.2 Anxiety in Caregiving 
The early days after their babies were born were described by many of the participants as ‘mad’ 
or ‘crazy’ or ‘weird’. Many of the participants referred to being preoccupied with their babies 
and used the word ‘obsessed’ to describe the way they felt about their babies or associated 
caregiving tasks (e.g. feeding). Their descriptions conveyed a similarity to the caregiver 
preoccupation as outlined by Winnicott (1956). The baby’s attachment behaviours, in particular 
crying, would alert them to the baby’s needs, however they also conveyed a sense of anxiety 
in responding to their babies’ cries and a heavy burden as caregivers. Mary developed anxiety 
in providing care to her baby and feared his reaction to caregiving activities: 
‘he was always a sensitive baby. You know if you disgruntled him in any way, 
changing his nappy or you know, changing his clothes and he felt a bit cold or he 
was quite content and suddenly you were pulling at him he would lose it, completely 
lose the plot. So that used to make me anxious’ 
Louise described anxiety in the early days in trying to anticipate her baby’s care needs, 
conveying a sense of stress in trying to manage her new role. Again, her baby’s cries would 
alert her to his care needs but at times she found it difficult to identify what he might want: 
At the start I just found it so hard, just because you don’t know what they want, you 
don’t know if they’re upset, if they’re hungry, if they’re tired, if they have wind, 
why are they crying? I can remember sitting on the floor I don’t know how many 
times just balling my eyes out… You just don’t know what you’re doing essentially 
and sometimes they just won’t stop crying and it’s hard, it’s so bloody hard.  
Louise’s experience of being unable to soothe her baby when he was crying also became a 
source of anger and subsequent guilt. Though the anger and frustration was directed at the baby 
it conveyed the pressure that she felt as a mother to respond to her baby’s cries: 
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‘You can see how people shake their babies because it just gets so overwhelming. 
Just shut up, just shut up, just shut up. And you feel awful then thinking that, and 
then just worrying. Not that you’d ever hurt them or anything like that, but just 
worrying I suppose all the time.’ 
Emma’s first child was born with a serious medical condition and she described needing to 
respond to her baby’s attachment behaviours immediately. The baby’s needs became 
paramount to anything else that was happening at the time: 
‘Oh my God the amount of times I’d pull over on the side of the road and just get 
out of the car to him…Oh yeah, I used to be a big psycho (laughs)…Oh yeah really 
bad. Yeah it was really, I used to just drop everything’ 
Molly also described a need to immediately respond to her baby’s needs, feeling unable to 
delay her response: 
‘I remember pulling over on the side of the road cos she was hungry and she was 
crying. And Mum was like, sure we’ll be home in five minutes… I couldn’t leave 
her to be hungry for five minutes. I pulled over on the side of the road, fed her, and 
then went home.’ 
Sue discussed her anxiety in relation to feeding also. For Sue, she began to fear feeding and 
winding her baby as she began projectile vomiting after feeds and then stopped feeding. She 
conveyed the comparison of taking care of her daughter before and after they found out that 
she had an intolerance to dairy: 
‘After she changed to the formula milk, everything was normal. I remember, this is 
the way it should be. Change her nappy, play, read a book. Because before that... 
we were so sad. The world was so grey’ 
Anne described her determination to feed her baby with breast milk but conveyed the pain that 
she experienced every time she had to feed her. She developed anxiety around breastfeeding, 
anticipating the pain that she would feel and felt there was no escape from it: 
‘every time I was feeding her, it was almost like holding your breath waiting for 
them to, it’s like a monster is coming, because the pain is like nothing I have ever 
experienced…I remember one day, she was just about to latch on and I just 




Some of the participants referred to the word ‘obsess’ in relation to their experiences of taking 
care of their babies. Cathy described an incident where not being able to see her baby or respond 
to her baby’s needs led to increased anxiety that her baby would need her and she wouldn’t be 
available. She also conveyed her anxiety over her lack of control of how others would care for 
her baby. 
‘And it was weird I was very emotionally attached to my baby, I was obsessed with 
her. And when they went off for the walk like, I thought they’d be gone a half an 
hour. But they were gone for ages and I was getting really upset…when she wasn’t 
with me, I was like, is she crying for me’ 
Jen described being preoccupied with making sure that everything was perfect for her first 
baby, a level of obsession that she said she did not experience with her subsequent children: 
‘I felt neurotic I’d say after my first baby, which I didn’t realise at the time…I was 
really bad. You know like, if we were going somewhere and if me and him were 
going up to the town, I overthought everything.’ 
She described a need to control things around her and check that everything was right: 
‘You have to be organised, but it was more than that. It’s kind of like a level above, 
kind of like obsessing’ 
She also described rigid behaviours related to fear of the unknown, such as going on the same 
walk to the same place. The level of organisation and rigidity reflected a level of perfectionism 
that she didn’t experience on her other children. 
Molly described wanting to be with her baby all the time reflecting that whatever she wanted 
she got straight away, conveying a prioritisation of her baby’s needs over anyone else’s: 
‘all I wanted was to be with her, 24/7. I don’t know if that was normal or not, but 
to me it was, 24 hours of the day. I didn’t want to leave her at all’ 
Even at the time of interview Molly experienced difficulties being apart from her daughter at 
night and catastrophised over what might happen if she ever moved into her own room: 
‘It is a big fear of mine that something would happen to her in the middle of the 
night and I wouldn’t hear her.’ 
Louise also discussed fears relating to her baby at night ‘you’d be afraid he’d stop breathing’. 
Louise and Mary also referenced a protective instinct that went beyond anything they would 
have predicted before they become mothers. Louise described seeing potential dangers and 
problem solving how she would respond:  
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‘I’d see a young fella or something and think of him picking up the pram and 
throwing it into the river and having to jump in after him.’ 
Mary described how her fear of others has also increased and especially since she had her 
daughter.  
‘it’s just like completely protective…anyone out there is a potential predator, just 
a lot more on guard than I ever thought I would have been’ 
The protective instinct and obsessional behaviours as described above by many of the 
participants may also reflect a protective factor in ensuring the safety of their infants. Though 
perceived as anxiety, their descriptions also conveyed a primal instinct intertwined with a fear 
of danger, something they had not experienced before they became mothers.  
 
4.5.3 Pressures of being a ‘Mother’ 
‘Succumbing to pressures, societies pressures of what you are supposed to do when 
you have a baby. And then you try to do it all and it doesn’t work out and you feel 
bad.’          
                    Louise 
Many of the participants discussed the pressures of being a ‘mother’. Some of the pressures 
were located internally within themselves but many felt pressure from other mothers and 
society at large. The identity of being a mother and the transition to motherhood was perceived 
as being something romantic with the reality not matching the dream. These pressures 
contributed to their anxiety and depleted their confidence if they did not match the ideal. Louise 
initially compared herself to other mothers who appeared to be coping with motherhood much 
better than she was. She also saw the way her baby was behaving as a reflection on herself and 
her ability. After some time she eventually came to the conclusion that all mothers lie about 
the reality of being a mother.  
‘Mammies in general, they seem to lie. Everyone seems to make it look like its 
picture perfect. Their baby’s brilliant and then you think that your baby, is there 
something wrong with it, or you’re not doing a good job because your baby is 
crying or your baby does this. Then you feel like you’re a shit mam.’ 
From increased exposure to the experiences of other mothers she began to restructure her 
narrative and came to the realisation that she was not so different to everyone else.  
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‘something happens with your own baby and you’re like oh my god they’re doing 
x,y and z and then someone will be like, oh my baby used to do that and you’d think, 
but you never said that.’  
Anne also referred to an idealistic version of motherhood and felt that she was not aware of the 
realities. She referred to a ‘romantic’ version of motherhood: 
‘media, and advertising and, you know anything to do with babies is all gorgeous 
fat babies, gooing and gaaing…everything is going to be cosy and warm and gooey 
and lovely, that when it’s not like that with them they think there’s something wrong 
with them’ 
She also referred to idealistic images of breastfeeding and felt that though public health 
messages reinforce the need to breastfeed, they are misleading in that simply making a choice 
to breastfeed does not mean that it will work out: 
‘you just have the baby, stick it on your boob, it feeds and goes to sleep, bye bye. 
Oh Lord. What a little Disney notion it is.’ 
The pressures of being a mother, the influence of public health messages and the shame in not 
providing ‘the best’ were also represented in Sharon and Jen’s interviews:  
‘I breast fed him for about a week. That was another big thing, feeling like the 
biggest failure ever’        
Jen 
 ‘I kind of breast fed and it didn’t work out long term…I found that hard going, you 
know trying to do the best by them and give them the breast milk’ 
                                   Sharon 
After her section, Sharon recalled being extremely tired and in pain. However, she felt pressure 
to act like a competent mother, feeling that the midwives in the hospital expected that she 
should effortlessly slip into her new role: 
‘Look the part and play the role, because you’re a mother, your instincts should 
kick in, there’s an expectation here. The midwives feel everyone else is doing it so 
why shouldn’t you do it?’ 
On reflection many of the participants felt that they didn’t know what was ‘normal’ in terms 
of what to expect after having a baby. The assumption that other women were able to cope 
better than they were exacerbated their anxieties. 
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4.5.4 Feeling Judged 
Many of the participants conveyed a sense of being judged by others and particularly women 
during their interviews. For many of the mothers, they perceived their child’s behaviours as 
being a reflection on their ability and identity as a mother. During her son’s christening, Louise 
described being preoccupied with how her baby was behaving, and how his behaviour would 
reflect on her. She felt that she would be judged for his behaviour, conveying the sense of 
responsibility she felt for him and that she should be able to soothe him, as well as her need of 
approval by those attending: 
‘I was very anxious in the church because he was cribbing a little bit…the sweats 
were coming out of me. I was like oh no everyone is going to give out now cos he’ll 
be giving out.’ 
Mary also compared herself and catastrophized over how others might perceive her as a mother. 
Again, she viewed the way her baby behaved and her ability to soothe her baby as a reflection 
on her ability as a mother: 
 ‘Oh yeah I’d actually feel myself, like my heart racing…this kind of jumpy, anxious 
kind of like right he’s gonna kick off and everybody’s gonna look at me, and judge 
my parenting skills you know’ 
Though many women had thoughts that they were being judged, other women described 
experiences of being judged. Molly was shocked at her former friends’ level of judgement of 
other mothers, reflecting that she felt judged by them too: 
‘they’d make comments about me breastfeeding. I don’t know if they were trying to 
be funny, but they said ‘oh you should become a breastfeeding counsellor’ 
She also referred to ‘breastfeeding nazis’, women who were critical of other non-breastfeeding 
women on social media: 
‘I fed her breast milk until she was six months and then we gave her a bottle of 
formula every day until she was 8 months…if I had said that on that forum they 
literally would have said you’re the worst mother in the world.’ 
Like many of the women, for Jen a judgement of the behaviour of her children reflected on her 
ability as a mother, recalling a particular episode in a shop: 
‘I feel like everybody judges…Like a woman actually came up…She went into my 
son’s face. She said I saw you pulling her hair, you’re very bold’ 
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Jen described having a baby as a community affair, in that other people, even strangers, make 
their views known on all aspects of your children’s lives. She conveyed a sense of invasion and 
loss of privacy since she had children ‘your business isn’t your own anymore’. 
Interestingly, Anne outlined that she was actually quite judgemental of mothers before she 
became a mother herself. Since then her perception of other mothers has changed: 
‘I would never criticise anymore… when I’d see women breast feeding in public 
I’d think, Oh they’re like ‘look at me I’m so great’, or something like that…But you 
don’t have a real clue until you’re in the position yourself’ 
Perhaps Anne’s honest perception represents society’s tendency to ‘mother shame’, something 
which is exacerbated by the prominence of social media and a socially acceptable trend to 
criticise others. This may make mothers extra vigilant to the ‘threat’ of criticism. 
 
4.6 Superordinate Theme 3: Needing Care (Who’s Minding Mammy?) 
‘the mother I think gets a little bit forgotten. The fact that, I remember going to the 
baby group and people saying hello to me. And then realising that people weren’t 
saying hello to me outside of the baby group’  
                                          Cathy 
Throughout the interviews and the transcription and analysis, the theme of mothers needing 
support during pregnancy and after the birth of their babies was a common thread throughout. 
Though many reported that much of the emphasis during pregnancy and after birth was on the 
physical development of the babies, the psychological and support needs of the mother 
emerged as something that was of equal importance. It emerged that as well as minding baby 
throughout the perinatal period, there is also a need to ‘mind mammy’.  
 
4.6.1 Feeling Let Down 
Many of the participants discussed ways in which the care they received during the perinatal 
period did not meet their needs. New mothers in particular felt overwhelmed by the process of 
becoming a mother and unprepared for the change. The amount of care that they needed after 
the birth of the baby came as a surprise to them. Having felt supported through her pregnancy 
Cathy only realised the lack of support she experienced after her baby was born. After an influx 
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of visitors she experienced a lack of sensitivity to her needs and vulnerability as a new mother. 
It was at this time that she began noticing her anxiety levels increasing: 
‘The feelings I had, the anxiety I had of people coming in on top of me, it was crazy. 
It was definitely like the weirdest experience…I said it to my sister and my mother 
that I wasn’t up for visitors, but she kind of am, my mother isn’t really the soft type. 
She was kind of like, what’s wrong with you, get on with it’ 
After her husband told her that visitors were coming and she expressed how tired she was he 
also did not attune to her needs: 
‘He said you can’t go to bed while visitors were here. That’s what I was worried 
about with my husband, that he wouldn’t mind me. Because like, I wasn’t minding 
myself’ 
The people around her put other people’s needs above her own. As a result her vulnerability 
mirrored that of a child that needed care but whose needs no-one was recognising or responding 
to. She never received the sensitivity that she needed from her family: 
‘afterwards I kind of realised the complete lack of support that I had from my direct 
circle. So, when you realise that it is hard… I wouldn’t have anyone in my direct 
family I could talk to. Someone who would help me through the tough times.’ 
Eight out of the nine women attempted to breastfeed their babies. The majority of these women 
reflected that breastfeeding is a lot harder than they ever expected. They reflected on the lack 
of support that they received both in the hospital and afterwards. Sue described being engorged 
and not having anyone that she could seek support from in the hospital: 
‘I was in torture for days and no one can help me. Finally I manage to go to the 
bathroom and I turn on the hot shower, and I massage myself and I am crying…why 
they help you in Thailand, why not here?’ 
Anne felt let down by the medical system when her daughter’s tongue tie was not picked up in 
the hospital. The pain of breastfeeding became a source of anxiety for her and when she was at 
the point of giving up she attended a paediatrician privately who diagnosed tongue tie: 
‘there was a sense of relief mixed with total frustration of how we had been let 
down by the whole system and they were all checking. And then this guy was based 




She also discussed the lack of support for breastfeeding in her immediate circle of family and 
friends: 
‘My husband was like, give it up, give it up, give it up. I had no support, I had no 
support…I have to say it was the worst time of my life.’ 
Anne suggested that the low levels of breastfeeding in Ireland reflect the lack of support for 
women: 
‘if you don’t have the supports on the ground for women like me having a baby and 
having all this trouble…there’s no shame in saying you gave up’ 
Molly described the lack of support that she received from her GP after developing anxiety 
during her pregnancy with her daughter and having had a previous miscarriage. At 13 weeks 
she was worried about the baby and requested that he use the Doppler to observe whether there 
was a heartbeat: 
‘He said that basically I was a mess…I literally was sitting in the doctor’s office 
asking for help…And he just attacked me, I felt. It was just really aggressive, no 
I’m not going to do anything for you’ 
Molly conveyed that in attempting to seek care and reassurance to lessen her anxiety, her doctor 
had created more stress and displayed a lack of attunement to her needs in the context of her 
history: 
‘if you think I’m a nutcase fine, but keep it in your head. Don’t tell someone who is 
13 weeks pregnant, who’s had a miscarriage before, that they’re crazy for 
worrying about the baby.’ 
Molly was also disappointed in a nurse in the hospital who displayed an insensitivity to the 
emotions she was feeling after her miscarriage. She reflected that she was perceived as just 
another patient, rather than a person: 
‘oh, you’re lucky you’re not sitting in a fertility clinic in Dublin. Basically she was 
trying to tell me aren’t you lucky you can get pregnant… she doesn’t understand. 
She sees it every day, she works in the early pregnancy unit. It’s ten a penny,’  
Emma also described a negative experience when the consultant communicated to her that she 
had had a miscarriage. Her perception of him as a ‘robot’ conveys his lack of humanity: 
‘he just kind of went (shrugs shoulders) no heartbeat. He just shrugged his 
shoulders and went (shrugs shoulders). I can still see his face… He was just like a 
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robot, eh. I actually hate him. And then like, he obviously doesn’t remember me. 
He didn’t know me. I was just another patient to him.’ 
Emma also described the lack of support that she received after both her miscarriage and her 
stillborn daughter, conveying a lack of recognition for the trauma she experienced: 
‘You’re given a photocopied leaflet of the miscarriage association of Ireland. And 
that’s it. And you have to like, buy a plot in the cemetery, and you have to bury 
your baby and…after both times, even with the late miscarriage, you have to do all 
that. You know that’s tough’ 
All of the women emphasised the difficulties involved in pregnancy, birth and loss and the 
need to recognise their particular needs and vulnerabilities throughout these life-changing 
events.  
 
4.6.2 Getting Support 
Though many of the women felt let down by the support they received both from their family 
and friends and the medical system, many succeeded in getting support and experienced their 
needs being met, resulting in a containment of their fears. For example, though Cathy did not 
receive the support that she needed from her family, her attendance at a baby group changed 
her perception of what she had been through and normalised some of her experiences, reducing 
her anxiety: 
‘The baby group, definitely saved me. That was the turning point where I started 
feeling a bit more normal…I just felt like a weight has lifted off my shoulders.’ 
She also attended a counsellor with her husband who provided a new perspective on their 
difficulties and her needs. Attending the counsellor helped her to feel heard in her relationship: 
‘I think going to the counsellor helped us…he needed to hear from somebody else’ 
Louise also had positive experiences with the professionals that were involved in her care as 
well as others in her life. Her relief as not being ‘given out to’ reflects her vulnerability and 
fear of criticism: 
‘I haven’t been given out to, and my own doctor has been lovely. She breastfed her 
two sons as well so I think a lot of it with the breastfeeding, if you don’t have 
support it can be hard. But I’ve been lucky with anyone I’ve been around’ 
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She also found benefit from attending breastfeeding and mother and baby groups, talking to 
other mothers as well as receiving advice about her baby: 
‘It really helped going to that and having someone there that could really help you. 
They could give you advice if you needed it. It was, it was really helpful.’ 
Sue provided an interesting example of the promotion and support of breastfeeding and sharing 
of experience in hospitals in Thailand, something she did not experience in Ireland: 
‘They have a corner where you can go and sit down… one lady just took her tit out 
and show her nipple. I feel so embarrassed. And then another one takes it out, and 
then I think oh, and then they help me. You can exchange experience.’ 
Mary received developmental advice from her PHN that enabled her to attune to her baby and 
trust her instinct. As a result her fear was reduced and she was more confident in her ability to 
respond to his needs and see things from her baby’s point of view:  
‘she said  just go by his cues… I just kind of thought what am I was doing. Like if I 
was trying to eat my dinner and someone was trying to force the last few mouthfuls 
into me (laughs) so I just relaxed and that made things better, it was just like, yes 
he’s fine, everything’s ok.’ 
Mary also received support from her mother, who provided a ‘safety net’ and also provided 
empathy and attuned to her daughter’s emotional needs: 
‘My mother was good because she would have seen that actually you know he’s 
not a placid child. So just to have someone acknowledge that this can be hard for 
you at times was good.’ 
Molly received support from a counsellor to help her with the anxiety that she experienced. 
The counsellor helped her to work through some of the grief that she felt after her miscarriage 
and the guilt of experiencing the grief while being pregnant with her daughter: 
‘it was the best thing I ever did, because she just, all she did was help me grieve 
for the first baby.’ 
Counselling was also something that was recommended for Emma by the medical professionals 
in the hospital. Overall she felt that she was taken care of in the hospital during a particularly 
difficult pregnancy. Given her history she found being around heavily pregnant women 
difficult. The medical professionals demonstrated an understanding of her needs and 
accommodated her request: 
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‘So they let me come to the gynae clinic instead which was on in the morning, with 
the same gynaecologist or whatever, so she let me come to that which was really 
really, really good of her.’ 
She also found it beneficial to talk to other women who have experienced miscarriages or given 
birth to stillborn children, something she referred to as ‘a secret club’, conveying the secretive 
nature of loss: 
 ‘meeting people that have had the losses as well. They do understand more than 
someone that hasn’t…You know it’s hard for someone who hasn’t experienced it 
to understand, and to know what you were going through’ 
All of the women lived with partners. However, all of the women reflected that their partners 
did not appear to experience the same levels of anxiety as they did, nor did they share the same 
level of responsibility. Throughout the interviews many of the partners were represented as 
more relaxed, making comments such as ‘it’s fine’, ‘it will be grand’, and not being as alert to 
negative possibilities. For some women, their partners would be there for them but may not 
necessarily provide an understanding of their anxiety. Though recognising that her partner’s 
low levels of anxiety was a welcome balance in their relationship, Mary reflected that if he 
shared more of the responsibility this may be different: 
‘if he was having to deal with things full time you know, he was making all the 
decisions, he definitely would be more troubled by things’ 
 
4.6.3 Not Postpartum Depression 
All of the women who participated in the study had experienced anxiety at different times 
during the perinatal period. However, many of them referred to the focus on postpartum 
depression as the main mental health difficulty. Some of the particpants had been labelled by 
others as having postpartum depression but reflected that they themselves did not identify with 
the label. They emphasised the need to be able to speak about their difficulties without an 
assumption that what they experienced was depression. For Anne, though others feared that 
she would develop depression, she understood her difficulties differently: 
‘I think my Mam thought I was going to have a big depression. I wouldn’t say I was 
in postnatal depression, but there is that baby blues thing, you definitely feel down. 
And then there’s that extra anxiety of the feeding issues.’ 
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Louise’s mother also thought she had postpartum depression but she also felt that what she was 
experiencing was not representative of her understanding of postpartum depression:  
‘Mammy was saying I had postpartum depression and I said no I don’t’ 
Cathy’s doctor felt that she had postpartum depression. Cathy herself was not convinced, but 
knew that she definitely experienced anxiety: 
‘I said I definitely have a bit of anxiety…It’s definitely there and I can feel it in my 
chest, it is there. I said, but do you mind if I just go away and just see if there are 
other symptoms that are strong?’ 
She felt that she didn’t ‘fit’ into the stereotypical image of postpartum depression: 
‘When you have postpartum you don’t love your child, but I love her more than 
anything’ 
Molly felt that because of the focus on postpartum depression, in her experience people don’t 
ask about any other difficulties that may be present: 
‘I think unless you had postnatal depression, nobody actually just said, well how 
are you finding things? Like would people’s anxiety be mistaken for postnatal 
depression?’ 
She outlined that she was confident she didn’t experience depression but is confident that it 
was anxiety. For her, there was no confusion over her symptoms: 
‘You see I don’t even understand what postnatal depression is. If that makes sense. 
Because I’ve never experienced it. Whereas I have experienced anxiety and I do 
know what anxiety is’ 
Louise suggested that all women need support in the transition to motherhood, whether they 
experience postpartum depression or not: 
‘it’s like, if you don’t have postnatal depression it’s like you should be grand, but 
you do have a new baby to look after which is completely new, and you could be 
balling your eyes out one minute and in two hours be absolutely grand. Like, it is 
daunting, he is my responsibility for the next 18 years’ 
Jen felt that the perceptions of motherhood as being a perfect time, and the expectations 
associated with this would hinder her ability to be open with her feelings. Even in the following 




‘I think you want to act like everything’s grand and you’re ok and have no 
problems…Sometimes you just feel that you know, people think oh everything must 
be perfect now. Not that it isn’t, it’s just that sometimes it would be nice to talk 
about how you felt.’  
She was aware of the association of postpartum depression and a possible lack of bonding as a 
result and this also impeded her from talking about any difficulties: 
‘It’s just hard because you’d be thinking, oh do they think I don’t love my baby’ 
Many of the women referred to the anxiety they had experienced as ‘normal’, though they 
reflected that they didn’t consider it to be normal at the time. Mary felt that more preparation 
in relation to what anxiety is before the birth of the baby would be useful: 
‘It’s all more about weighing you, checking your blood sugars, you know what I 
mean…Yeah nobody really talks to you at this point and reassures you that how 
you’re feeling is normal and do you have any concerns or questions or whatever.’ 
Molly also felt that having an opportunity to talk about how you are feeling would help all 
mothers and their babies: 
‘And just to talk about how you’re feeling…I suppose your own mental health is 
nearly more important than the baby at the time. Because if you don’t have your 
mental health, eventually it will get on top of you.’  
 
4.7 Superordinate Theme 4: Developing Confidence 
After expressing early vulnerabilities in how they were perceived as mothers, many of the 
participants reflected on how they developed confidence over time. They conveyed a sense of 
growing into their role as a mother of their children through exposure to the anxieties that they 
initially experienced.  
‘I’ve done it, I’ve gone through it. The first year is probably the hardest. I think 
getting through it is after giving me that bit of confidence. Knowing that I can do 
it.’ 
                           Cathy 
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4.7.1 Attuning to the Needs of Baby and Self 
Part of this developing confidence came as the participants were able to attune to their babies’ 
needs. As they were able to see the positive impact they were having on their babies their 
confidence grew. Over time, they also recognised the importance of recognising and 
responding to their own needs. 
Though Sharon’s partner took time off work to help her with the caregiving activities for a 
month after he was born. It was only after this time that her ‘confidence built’. As she developed 
trust in her ability to attune to her baby’s needs she started to really enjoy the experience of 
motherhood: 
‘I knew that I could trust myself, that everything I was doing was having a positive 
impact…You’re completely in tune with the baby at that point. You’re just trying 
to prevent rather than deal with it when the damage is done.’ 
For Sharon, attending the gym was an important way of making sure that her own self-care 
needs were met:  
‘I think if I can maintain that for a while it would be good. I’ll feel better myself, 
just having that little slot to myself, you know.’ 
For Cathy returning to work had an impact on her confidence. She asked her mother to mind 
her daughter and found that she was not attuning to her daughter’s needs in the same way: 
‘I used to be saying to her, do this and do that. She wouldn’t do it and things would 
go wrong. And she kind of realised that the things I was doing I was doing for a 
reason.’ 
Getting recognition from her mother that her way of responding to her daughter’s needs 
resulted in her daughter being happier, was important in building her confidence: 
‘When all those things fell into place and she saw all those things I was doing was 
for a reason, she kind of, I felt a bit more confident. Like, ok I can do this.’ 
Though recognising that she had a difficult time for the first year of her baby’s life, and 
motherhood awakening many issues, she reflected that she is more confident now: 
‘I’m way stronger than I was before I had her my daughter, but I think it was quite 
a journey to get there. I actually have a better relationship with my mother now. I 
suppose I’m fully independent now’ 
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Louise also described developing confidence over time and being able to cope better when she 
did notice her anxiety increasing: 
‘maybe at the start you just don’t know what you’re doing, essentially…And it does 
get extremely overwhelming at times, but maybe I’m getting a little bit of a handle 
on it…I think that’s in my head. I’m starting to, to realise it quicker I suppose.’ 
Sue described how attending a mother and toddler play group allowed her daughter to navigate 
the realities of everyday life. She recognised the need for her daughter to share and adapt in 
accordance with her developmental stage and described this process in an exploratory rather 
than a fearful way:  
‘My daughter learn a lot, because she is the youngest people always give to her.  
But when she goes to a group like this, the people take. She is just stunned and she 
looks to me for my help…And she learns things. Me and her learn things together.’ 
It also provided a space for her to meet and talk to other mothers, something she identified that 
she needs: 
‘Because when you mother, you stay in the shell, because home is the most safe 
place for your baby. But when you go out, you can talk about many thing’ 
Molly provided an insight into her relationship with her daughter, and her perception of 
attuning to her daughter’s needs, something that others may perceive as ‘spoiling’. She 
described herself as a safe base that her daughter can return to when needed: 
‘My instinct with a child that’s crying is to comfort them straight away… I think 
everyone thought that she would be ruined. But she’s quite independent. It’s not 
like I’m clinging to her, like all she needs is to know that if she needs to jump into 
my arms she can.’ 
She reflected that counselling has given her the skills to cope better with her anxiety and 
improve her ability to cope: 
‘she told me just embrace it, it’s going to be part of you for the rest of your life. 
Just embrace it and realise that it’s not going to last for too long a time. Usually 
it’s just like half an hour or whatever. And you just kind of think, no I’m stronger 
than what my body or my mind is telling me to do. 
In attuning to her baby’s needs, Mary noticed that a ‘white noise’ CD provided her baby with 
the sensory input that he needed, resulting in him being less distressed. This resulted in her 
becoming more confident in being able to respond to him: 
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 ‘actually I was walking around the kitchen and the fan was on the cooker and he 
calmed and then I put on the CD and he calmed and I thought this is amazing’ 
Mary also reflected that though her second child was more relaxed, she was also more confident 
in being able to respond to her and used the CD with her also. 
After the GP had suggested the possibility of Cathy having postpartum depression she 
decided to take care of her own needs more: 
‘So I just said to myself, right this is my own battle now, I have to get on with it. So 
I started doing more things, went to swimming classes, going to the cinema with 
my husband, going out for dinner.’ 
Many of the participants who went back to work after having their babies recognised their need 
to balance being with their children with their own independence. Though initially ‘dreading’ 
returning to work and experiencing high anxiety in relation to obtaining childcare, Mary 
described returning to work part-time as a ‘nice balance’: 
‘I get to spend a lot of time with them and then it’s also good for them and me to 
spend some time apart’ 
 
4.7.2 A ‘Good Enough’ Mother 
Winnicott (1956) introduced the concept of the ‘good enough’ mother. While initially adapting 
to the child’s every need, over time the ‘good enough’ mother adapts less to the child’s needs, 
something that in Winnicott’s view allows the child to adapt more to his or her external world. 
Having previously described their caregiving approach as being on alert and responding 
immediately to their child’s needs, many developed a more relaxed approach that was in 
contrast to their, at times, perfectionistic caregiving, in the initial period. For some participants 
this relaxation happened as their child got older and for others they noticed a relaxation when 
they provided care to their second child.  
 
Though Anne referred to the rules of what you should and shouldn’t do as a parent, she reflected 
that her perception of being a mother was more ‘realistic’ on her second child and she relaxed 
her perfectionistic rules around breastfeeding: 
‘I relaxed a lot quicker and things settled down a lot better because, you know I 
was more realistic about everything’ 
Louise also discussed relaxing her expectations of what she should be or do as a mother: 
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‘For ages I was embarrassed to say that he’s getting pouches of food, because 
you’re supposed to give him organic carrots x, y and z. but he wasn’t eating them 
and it’s fine, I’m ok with it now’ 
Cathy while initially extremely anxious leaving her child in another person’s company for fear 
that her child would be hungry or looking for her, eventually recognised her need to be without 
her baby at times. She described relinquishing control and trusting her husband to attempt to 
feed her child with a bottle: 
‘I remember going out meeting the girls a few times and my husband got a few 
ounces into her. But he said he’d have to do it differently…Not like a baby. She’d 
go around the floor and she’d suck it like a little calf’ 
Though initially sensitive to other people’s judgements of her and her child, Molly also 
described relaxing and being more secure in her role as a mother: 
‘I kind of don’t care anymore. I just think look, she’s proof to anyone who meets 
her that she’s a happy child. She’s nine times out of ten times clean.’ 
Her description of ‘nine out of ten times clean’ is in contrast to the perfectionistic caregiving 
that many described when they experienced anxiety in the perinatal period. Many conveyed a 



















Chapter 5: Discussion 
 
 
5.1 Chapter Introduction 
The present chapter provides an overview of the research findings from the present study that 
will be critically discussed in the context of previous literature. The strengths and limitations 
of the study will also be discussed as well as suggestions for further research and implications 
for practice. Finally, the researcher’s reflections on the research process will be outlined. 
 
5.2 Summary of Findings 
The current thesis attempted to explore women’s lived experiences of anxiety and taking care 
of their babies during pregnancy and the year after birth. The women who participated in the 
study provided rich detail on their experiences. Their ability to articulate and allow an 
exploration of their experiences led to the development of four overarching themes using 
Interpretative Phenomenological Analysis (IPA): (1) Early Fears (2) Being the Caregiver (3) 
Needing Care (Who’s Minding Mammy?) and (4) Developing Confidence. Each participant’s 
journey from early pregnancy to the first year after their baby’s birth was unique. However, 
whether a first time mother or a mother of three children, each woman’s narrative represented 
a journey, influenced by past experiences and culminating in increased confidence in 
themselves and their identity as a mother. 
 
5.3 Discussion of the Findings in the Context of Previous Literature 
Below is a discussion of the findings of the current research in the context of the previous 
literature. The findings are discussed under the headings pertaining to each superordinate 
theme.  
 
5.3.1 Superordinate Theme 1: Early Fears 
The superordinate theme Early Fears conveyed the fear and anxiety that the participants 
experienced during pregnancy and around the process of giving birth. Some of the women 
experienced previous loss by way of miscarriage or stillbirth. These losses resulted in increased 
fear of losing the baby, hypervigilance for threat and seeking reassurance from healthcare 
providers through the use of medical scanning. These findings have been highlighted in the 
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quantitative literature (Biaggi et al., 2016; Shapiro, Séguin, Muckle, Monnier & Fraser, 2017). 
In the qualitative literature Côté-Arsenault, Donato and Earl (2006) discussed similar themes 
of hypervigilance and seeking reassurance. In the current study the participants’ pregnancies 
were viable and scanning was a source of reassurance. However repeated scanning can increase 
anxiety in pregnancies where the diagnosis is uncertain, in comparison to scanning where there 
is a negative or positive diagnosis (Richardson, Raine-Fenning, Deb, Campbell, & Vedhara, 
2017). 
 
Some of the participants also felt that their previous experiences of loss affected the way they 
perceived their baby and bonded in their subsequent pregnancy. One participant’s reference to 
putting a ‘barrier’ up to protect in case something went wrong is similar in nature to the 
‘emotional cushioning’ as referenced by Côté‐Arsenault & Donato (2011). The women used 
coping mechanisms that they perceived might protect them from subsequent loss. They held 
back the emotions that they previousuly would have expressed before their experience of loss.  
 
A caesarean section was the method of delivery for all but one participant. Recent findings 
suggest that caesarean births result in increased stress for the mother (Chen et al., 2017). In the 
present study, the unexpected and in some cases emergency circumstances of the caesarean 
section elicited a ‘fight, flight or freeze’ response. However, given the circumstances, exposure 
to the feared stimulus was inevitable. The use of the word ‘traumatic’ by participants displayed 
the unexpected and significant nature of their childbirth experiences. Previous literature has 
documented fear of childbirth among women and made suggestions for more reassurance and 
preparation around this time (Arfaie et al., 2017).  
 
5.3.2 Superordinate Theme 2: Being the Caregiver 
The second theme Being the Caregiver explored the participants’ experiences of bonding, 
being an anxious caregiver, the pressures of being a ‘mother’ and feeing judged. Bowlby (1970) 
suggested ‘the formation of a bond is described as falling in love, maintaining a bond, as loving 
someone’ (p. 76). The participants’ experiences of bonding varied, for some bonding took time, 
for others there was an instant connection. Bonding in the present study referred to the positive 
feelings that the mother had for her infant in the hours after birth and is not the same as 
attachment. Bonding has been highlighted in the literature as promoting attachment and 
positive outcomes for the infant (Winston & Chicot, 2016). In addition, the Irish Health Service 
Executive (HSE) provides information for mothers on the birth process that encourages skin to 
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skin contact to promote bonding (HSE, 2015). Critics of bonding suggest that the concept lacks 
an evidence base and places undue pressure on women who have missed out on the hours after 
the birth of their babies or women who do not feel an immediate ‘bond’ (Redshaw & Martin, 
2013).  
 
An important finding from the present study was that the women who experienced pregnancy 
anxiety did not report any difficulties bonding in the postpartum, even though one participant 
reported difficulties bonding prenatally and displays the importance of exploring anxiety across 
the perinatal period. The literature in relation to postpartum anxiety and bonding is complex. 
Some studies suggest that mothers with anxiety in the postpartum may display more emotional 
distancing and less sensitivity to their infants (Dubber, Reck, Müller, & Gawlik, 2015; Stein et 
al., 2012). Other studies suggest that this relationship is mediated by subclinical depressive 
symptoms and negative experiences in childhood (Reck et al., 2018; Tietz, Zietlow, & Reck., 
2014). As depressive symptoms were not assessed in the present study it is difficult to explicate 
the findings in relation to the present literature. However, a lack of bonding per se was not 
reported in this particular sample. It is of course also difficult to make assumptions about the 
sensitivity of the participants’ caregiving based on their own self reports. However, many of 
the participants reported a need to respond to their infant’s attachment behaviours immediately 
and spoke of being in tune with their babies. Therefore, it would be fair to say that there was 
no evidence of insensitivities in caregiving, as reported by the participants. However, it is 
important to note that the present study did not study the infant’s attachment to their caregiver 
(e.g. through the strange situation) or the participants own attachment style. For example, an 
insecure attachment style is associated with more mother-infant bonding difficulties (Hairston, 
Handelzalts, Assis, & Kovo, 2018). Taken together, though the participants were reported as 
bonding with and attuning to their babies, this does not equate to what could be termed secure 
attachment.  
 
For many of the participants, the time after the birth of their babies was a time of increased 
anxiety. Many of the women reflected on how they were ‘obsessed’ with their babies. They 
appeared preoccupied with their infants and responding to their needs. Winnicott (1956) 
referred to primary maternal preoccupation as an obsessive preoccupation with the infant that 
includes checking the infant, rigid behaviours associated with routines and a desire to have  
high levels of proximity to the infant at all times. Many of the behaviours associated with 
primary maternal preoccupation were mentioned by the participants in the present study. 
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Winnicott suggested that the behaviours associated with primary maternal preoccupation 
would normally be associated with a mental disorder at any other time of life, however during 
the postpartum period they are critical to the formation of attachment (Winnicott, 1956). 
Interestingly, the postpartum period was referred to by many of the participants as ‘crazy’ and 
‘weird’, indicating a level of the unusual.  
 
There have been criticisms of Winnicott’s theory and attachment theory in general. For 
example, even the term ‘maternal preoccupation’ places the burden of responsibility on the 
mother (rather than the father) (Gerson, 2004). Furthermore, if a woman does not experience a 
preoccupation with their infant there may be a sense of inadequacy as a result, leading to 
judgement and blame. However, other feminist commentators have indicated that Winnicott’s 
description of maternal preoccupation may simply accurately describe the enormity of a 
woman’s experience in the transition to motherhood (Holloway, 2012).  
 
The participants also referred to the pressures associated with being a mother and referred to a 
sense of collusion or lack of information about the realities of motherhood. This was also 
echoed in Wardrop and Popadiuk (2013), with participants referring to motherhood as a ‘secret 
society’. Other qualitative research has also discussed contemporary norms of motherhood and 
the pressure to be the perfect mother, with the realities of motherhood not matching the ideal 
(Decae, 2017; Highet et al., 2014). Participants in the present study also referred to messages 
about breastfeeding as being ‘romantic’ and inaccurate. This was consistent with previous 
research by Rowe and Fisher (2015) who referred to public health messages such as ‘breast is 
best’ as placing extra pressure on women to breastfeed and live up to society’s expectations.  
 
Some of the participants in the research felt that they were being judged as mothers. 
Interestingly, one of the participants acknowledged judging other mothers before she became 
a mother herself. Researchers have referred to a culture of ‘mother blaming’ over a number of 
years, pointing to the blaming of mothers in academic research as well as in therapeutic 
interventions (Allan, 2004; Caplan & Hall-McCorquodale, 1985). More recently, ‘mother 
shaming’ is a modern phenomenon where mothers are judged mainly through the use of social 
media and one of the participants referred to a Facebook Group that was judgemental of non-
breastfeeding mothers. Taken together, the feeling of being judged may be quite an accurate 




5.3.3 Superordinate Theme 3: Needing Care (Who’s Minding Mammy?) 
A core principle of Infant Mental Health is that ‘parents must feel nurture in order to be able 
to nurture, fed in order to feed and comforted in order to comfort’, which conveys the 
importance of caring for both infant and mother (Tipperary Infant Mental Health Steering 
Group, 2016). Superordinate Theme 3 Needing Care (Who’s Minding Mammy?) explored 
participant accounts of the support and care that they received during the perinatal period. The 
theme reflected the inadequacies of care both from family and friends as well as health care 
professionals. This is a finding that has been outlined in the quantitative literature in relation 
to lack of social support as a risk factors for the development of anxiety (Dennis, Brown, Falah-
Hassani, Marini, & Vigod, 2017; Falah-Hassani, Shiri, & Dennis, 2016; Martini et al., 2015). 
Issues relating to inadequacy of support in terms of healthcare professionals and family were 
also previously referenced in the qualitative literature (Evans, Morrell, & Spiby, 2017b; 
Wardrop & Popadiuk, 2013).  
 
All of the women who attempted to breastfeed their babies reported substandard support. Eight 
out of the nine women attempted to breastfeed with six being successful. Many of the women 
recalled being confused with some aspect of their breastfeeding experience when their baby 
did not match what was perceived to be ‘normal’ when it came to breastfeeding. This finding 
is consistent with previous research in relation to low breastfeeding satisfaction being a risk 
factor for anxiety (Falah-Hassani et al., 2016). However, breastfeeding self-efficacy and 
increased breastfeeding difficulties can also be an outcome of postpartum anxiety (Petzoldt, 
Wittchen, Einsle, & Martini, 2016). Given that breastfeeding difficulties have been recorded 
both as a risk factor for anxiety as well as an outcome, it points to the importance of support 
for both anxiety and breastfeeding in the postpartum period.  
 
Una McCluskey’s research in relation to professional caregivers can also be applied to the 
current findings (McCluskey, 2010). For example, McCluskey pointed to the importance of a 
person’s caregiving system being supported by the external as well as the internal environment. 
If one of these environments is unsupportive the caregiver’s fear system is activated, resulting 
in classic responses of fight, flight or freeze. The lack of a supportive environment for some of 
the participants resulted in increased anxiety. McCluskey (2010) suggested that if the 
caregiver’s support needs are met they can engage in fear free caregiving. Winnicott’s (1945) 
‘holding environment’ can also be applied to the current findings. Though initially referring to 
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the mother’s holding of the infant’s distress, a natural parallel can be drawn between the 
supports that a mother receives to hold or contain their own distress.  
 
Participants also recounted experiences in which they did receive the care that they needed. 
Given that the sample was recruited from mother and toddler groups run by the Community 
Mothers organisation, this may have been a protective factor in itself. For example, the mothers 
could avail of home visiting which has been shown to have many benefits including increased 
confidence in mothers (Johnson et al., 2000). In addition, many of the women recalled helpful 
health care staff, particularly during difficult pregnancies. The support of other mothers and 
the normalisation of anxiety during the postpartum period was a key factor in recovery in 
relation to some of the women’s narratives.  
 
Another form of support that some of the participants found useful was private counselling. 
Two of the women who experienced previous loss found counselling useful. The participants 
did not refer to a specific approach being used (e.g. Cognitive Behavioural Therapy (CBT)). 
However, one participant’s account of ‘just embrace it’ may infer that there was a mindfulness 
component to her treatment. Though the literature in terms of treatment approaches for 
perinatal anxiety is in its infancy, Mindfulness Based Cognitive Therapy (MBCT) has shown 
promising results so far (Goodman, Luberto, & Park, 2017; Goodman et al., 2014; Luberto et 
al., 2017). 
 
The theme also referred to postpartum depression as the prominent mental health issue 
affecting women during the perinatal period. Some of the participants’ family members and 
doctors suggested that they may have postpartum depression, however the majority of the 
women themselves did not identify with the label of being depressed. They all identified with 
the label of anxiety. This focus on depression rather than anxiety in the postpartum period has 
also been found in other qualitative studies (Wardrop & Popadiuk, 2013). The focus on 
postpartum depression and stereotypes associated with it (e.g. a lack of bonding) prevented 
some of the participants from opening up about their anxiety. Developments in the area of 
research pertaining to perinatal mental health suggest that the term perinatal distress may be a 
more appropriate and acceptable term for women to identify with. For example, Coates et al. 
(2015) found that many of the women in their sample experienced emotional distress during 
the postnatal period but did not identify with postnatal depression. The researchers made 
recommendations that other forms of distress during this phase should be recognised and 
supported by health professionals. Though perinatal distress may be a more appropriate term 
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to allow for the span of postnatal health issues, the current sample identified with the word 
anxiety. On the other hand, the women were specifically recruited if they experienced anxiety 
though some did refer to other forms of distress (e.g. ‘the baby blues’). 
 
 
5.3.4 Superordinate Theme 4: Developing Confidence 
The final superordinate theme referred to participants’ developing confidence in their 
caregiving abilities that appeared to influence a reduction in their anxiety as time went by. As 
the women firstly began to recognise their ability to attune and to have a positive impact upon 
their child, their confidence grew. The participants’ reports of responding to their baby’s needs, 
mirrored the attunement process as outlined by Stern (1985). The participants outlined a sense 
of vitality from their ability to attune to their baby’s needs and increased confidence. Many of 
the women recalled how they were only able to properly enjoy motherhood when they got to 
this stage. The mothers conveyed a sense of learning about the new person that entered their 
lives and how this learning took time.  
Over time the women also began to attune to their own needs as a person but also as a mother. 
This involved self-care activities that may have been neglected in the early stages of 
motherhood. Some of the women also began to better attune to their emotional needs and their 
anxiety in response to caregiving and were able to recognise it better. For some, returning to 
work or getting out of the house were key to balancing the duties of motherhood with their own 
needs. This can be related to McCluskey (2010) and the importance of a supportive internal 
and external environment. For some participants, seeking an external environment (e.g. the 
mother and toddler group or counselling) where they could feel supported also led to a more 
supportive internal environment.  
The participants also referred to a relaxation of the rules that they rigidly followed in the first 
few days after motherhood. Many described being initially anxious and particular about caring 
for their babies, even striving for perfection. However, as time went by they relaxed and 
allowed others to take more control of caregiving activities. The participants’ accounts can be 
related to Winnicott’s (1956) concept of the ‘good enough’ mother. The ability of the mother 
to respond perfectly in the early days is necessary for the vulnerable infant. However, the 
mother’s capacity to sometimes respond inconsistently or imperfectly allows the infant to move 




5.4 Strengths and Limitations of the Study 
The current study provided a rich account of nine women’s lived experiences of anxiety and 
providing care to their babies during pregnancy and the year after birth. The aim of the study 
was to use a qualitative rather than quantitative methodology, thus the generalisability of the 
study is a potential limitation. As a result, the implications of the final analysis should be 
considered as shedding some light on the experiences of women with anxiety during the 
perinatal period, rather than conclusions that are generalizable to all women who experience 
anxiety during this time.  
 
A strength of the present methodology was that the women recruited were not known to the 
researcher, neither were they recruited through family or friends. Previous difficulties in 
recruiting women with postpartum anxiety resulted in previous researchers recruiting through 
family and friends (Wardrop & Popadiuk, 2013). The method of recruitment in the present 
study ensured that there was no bias in the detail that was provided in the interviews. However, 
the method of recruitment through mother and toddler groups is also a limitation as the sample 
may represent women who are more activated and more likely to take part in their community. 
They may also have benefited from taking part in a group and associated peer support. The 
Community Mothers groups that were used to access the sample also provides additional 
support in relation to home visiting. Thus the women may have been more likely to have had 
their anxiety ‘held’, as referred to by Winnicott (1956). Taken together, it is fair to say that the 
current sample did not represent women who received no social support during the postpartum 
period. 
 
The final sample was fairly homogenous as is recommended in IPA (Smith, Flowers & Larkin, 
2009). For example, all of the participants lived with a partner, and though not all referred to 
their partner being supportive, the presence of their partner may have been a protective factor 
in their anxiety. In addition, the mean age of the participants was 37.8 years. None of the 
participants were under the age of 31 years of age when they gave birth to their youngest child. 
According to the Central Statistics Office (CSO) there is an upwards trend in the age of women 
giving birth in their thirties in Ireland, with 32.5 years being the average age a women gives 
birth in Ireland and increased numbers of women giving birth to their first child in their 40s 
(CSO, 2015). Nonetheless, the present study does not represent the experiences of women who 
are single mothers or mothers under the age of 30 years old. Indeed, being under twenty five is 
considered a risk factor for anxiety (Rubertsson et al., 2014). In addition, though one of the 
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participants was from the Philippines, the majority of the women interviewed were born in 
Ireland. Thus, the present study does not represent the experiences of the many other 
nationalities in Ireland. 
 
The present study defined the perinatal period as the time from the beginning of pregnancy 
until one year after the birth of the baby. Though the study could have used shortened 
parameters to define the perinatal period, more recent research in the area is extending the 
parameters of mental health difficulties during this time, perceiving pregnancy and the period 
after birth as a continuum rather than something that starts or ends at a certain point. Indeed, 
the recent document published by the Health Service Executive (HSE) Mental Health Provision 
in Ireland, entitled: Specialist Perinatal Mental Health Services: Model of Care for Ireland 
(HSE, 2017) defined the perinatal period as pregnancy and the first year after the birth of the 
baby. This is a strength of the current study as it reflects the perinatal period as is outlined by 
the HSE, the biggest healthcare provider for women during the perinatal period in Ireland. 
Furthermore, as outlined in the literature review, there is a dearth of qualitative studies that 
specifically explore anxiety across the perinatal period. Though there are studies that explore 
pregnancy related anxiety, the majority do not account for mother’s experiences after the birth 
of their baby. A strength of the current study is that it added to the qualitative literature on 
women’s experiences of anxiety across the perinatal period. 
 
Another associated strength of the current study is the focus on women’s experiences of 
caregiving and what it was like for the participants to experience anxiety and also provide care 
to their babies. As it turned out caregiving and anxiety were intertwined. Thus, the examination 
of caregiving in this context provided an interesting aspect to the study of anxiety in women’s 
lives. Indeed, this aspect of anxiety that was outlined by the mothers in this study differentiates 
them from women in the general population in that it described pregnancy or baby specific 
anxiety. The focus on caregiving was also important given that many of the negative outcomes 
of anxiety during the perinatal period relate to the effects on the infant. Therefore, an 
exploration of how the mother takes care of their infant during this time is an important 
consideration. Finally, the study explored women’s past experiences of anxiety. As a result the 
study provided insight into how anxiety reduced over time. If the study had examined present 




5.5 Implications for Clinical Practice 
A number of clinical implications for practice arise from the present study. Many of the 
implications refer to the requirement to provide more ‘care’ to women during the perinatal 
period. Participants’ experiences of miscarriage and one participant’s experience of a still birth 
had a significant effect on their anxiety levels in subsequent pregnancies. Though there are no 
services that specifically provide support services for women who are pregnant after a perinatal 
loss in Ireland, services in other countries have been found to be helpful in reducing fears about 
a subsequent pregnancy (Meredith, Wilson, Branjerdporn, Strong & Desha, 2017).  
  
The participants also referenced insensitive comments by health professionals and a lack of 
empathy in their clinical judgement. Healthcare professionals should have an awareness of the 
effects of anxiety on both the mother and the infant. When support was provided for the 
participants, this was appreciated and resulted in decreasing their anxiety. Research has shown 
that Public Health Nurses and midwives do not have the knowledge and skills to be able to 
provide comprehensive perinatal mental health care in Ireland (Higgins, Downes, Carroll, Gill, 
& Monahan, 2017; Noonan et al., 2018). More education should be provided to healthcare 
professionals so that they are more aware of perinatal mental health difficulties.  
 
Some of the women experienced traumatic births that they were unprepared for. Information 
around why a caesarean section may need to be performed and the likelihood of a caesarean 
section, should be provided to women during antenatal classes. Given recent findings that 
caesarean births result in increased stress for the mother, healthcare professionals should 
exercise caution and make the woman aware of the psychological risks if it is the mother’s 
chosen method of delivery (Chen et al., 2017). 
 
Antenatal classes could also focus on the more difficult psychological aspects of motherhood, 
such as anxiety. Indeed, the normalisation of anxiety was something that assisted many of the 
women in coping. More accurate representations of motherhood could alleviate the pressures 
that some women experience. Stories from actual women who have experienced anxiety or 
depression might be more accessible. The focus on mental health should also come with 
information in relation to where the women can access support. However, health professionals’ 





Attendance at mother and baby groups could be encouraged as a form of peer support. In 
pregnancy, active efforts could be made to set up peer groups that might also be forms of 
support and lead to a normalisation of experiences of motherhood (Darvill, Skirton, & Ferrand, 
2010). Peer support in itself varies widely and thus peer support should be in keeping with the 
best evidence of effectiveness from the literature (McLeish & Redshaw, 2015). The 
Community Mothers group is part of an Infant Mental Health (IMH) strategic plan 2016-2018 
that lays out supports for mothers in Tipperary. Supports range from the promotion of positive 
infant mental health (e.g. through antenatal groups, health care providers, etc.), prevention of 
mental health difficulties (e.g. through visiting services provided by the Community Mothers) 
and intervention (e.g. through treatment from psychiatrists, psychologists, etc.). All of the 
women in the current study accessed counselling privately rather than being provided with 
counselling through perinatal mental health services. Therefore knowledge of the Tipperary 
IMH supports among healthcare professionals may be required so that women receive the 
supports that are available. In any case, a strategic plan such as this should be promoted in other 
parts of the country to cater for the needs of women and infants in all communities. 
 
The majority of participants referenced a lack of support for their attempt to breastfeed their 
baby, while also feeling pressure or feeling like a ‘failure’ if it didn’t work out for them. 
Breastfeeding has numerous health benefits and exclusive breastfeeding is recommended up 
until six months of age by the World Health Organisation (WHO) (WHO, 2003). Though the 
government ‘supports’ breastfeeding, participants reported that on the ground support for 
breastfeeding was limited and Ireland has one of the lowest breastfeeding rates in the European 
Union (EU) (Gallagher, Begley, & Clarke, 2016). One participant contrasted her experience in 
Thailand where she felt more supported and breastfeeding was a community effort. 
Interestingly, Thailand also has a low rate of breastfeeding (Thepha, Marais, Bell, & Muangpin, 
2017). In the current study, general information in relation to what breastfed babies are 
supposed to do only made the women feel abnormal, when their babies did not feed in the way 
that they were supposed to. This highlights the need for individualised breastfeeding support 
from qualified lactation consultants in hospital but also in the weeks after the baby returns 
home. In addition, more peer support in relation to breastfeeding support groups should be 
encouraged, with more regular groups and more information for women when leaving hospital. 
A recent feasibility study involving similar support structures resulted in increased 




Many of the women who participated in the current study considered postpartum depression as 
the main mental health difficulty that effected women during the postpartum period. This is 
unsurprising since up until recently the overall policy on the provision of mental health services 
in Ireland, A Vision for Change (Department of Health (DOH), 2006) only briefly made 
reference to perinatal psychiatry, with no mention of perinatal mental health or perinatal 
anxiety. Since then, the Department of Health (DOH) intends to review A Vision for Change 
with guidance for the provision of perinatal mental health services. They also intend to focus 
not only on depression or psychosis but also other mental health difficulties that affect women 
during the perinatal period, such as anxiety (DOH, 2017). This is long overdue considering that 
an anxiety disorder was the most commonly listed mental illness in women discharged from 
maternity hospitals in 2016 (DOH, 2017). 
 
In 2017, the Health Service Executive’s Mental Health Division published Specialist Perinatal 
Mental Health Services: Model of Care for Ireland (DOH, 2017). They included anxiety as one 
of the perinatal mental health disorders that effect women in the perinatal period. They suggest 
that there should be a review of clinical pathways for women with mental health issues in the 
perinatal period. One of the aims of a specialist perinatal mental health service should be the 
provision of ‘timely’ access to high quality treatment to women with mental health difficulties 
in pregnancy and the postpartum period. One of the recommendations pertained to an 
Australian helpline called PANDA (Perinatal Anxiety and Depression Australia) that could be 
considered for implementation in an Irish context. A helpline such as this would not only 
provide support for women but also recognise and highlight anxiety as a perinatal mental health 
difficulty.  
 
Given that women across the perinatal period have increased contact with health care 
professionals, along with the consequences of untreated mental health difficulties during this 
time, some researchers argue that screening and diagnosis of  mental health issues is an 
important aspect of mental health care (Accortt & Wong, 2017; Biaggi et al., 2016). However 
it must also be noted that some researchers have found that the costs of screening outweigh the 
benefits, and caution against lack of specificity and false positives (Kagee, Tsai, Lund, & 
Tomlinson, 2013). To their knowledge, none of the women in the current study were screened 
for anxiety during the perinatal period. Though the recommendations in the Specialist Perinatal 
Mental Health Services: Model of Care for Ireland (DOH, 2017) suggest using the Whooley 
(1997) questions during initial maternity care visits, the questions pertain to low 
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mood/depression rather than anxiety. The development of screening questions specifically 
enquiring about perinatal anxiety is important in the identification of women who need further 
care.   
 
Given the experiences of one of the participants in the study who did not speak English as her 
first language, healthcare professionals may need to provide more time to understand the needs 
of these women. Given that Ireland is becoming more multicultural this is an area of care that 
will need a lot of consideration in years to come. The needs of these women were not addressed 
in the recommendations for perinatal mental health in Ireland.  
 
5.6 Future Research 
Given that there are a lack of qualitative studies that explore women’s anxiety, particularly 
across the perinatal period, a number of suggestions for future research arise from the present 
study. 
 
Firstly, the experiences represented in the current study represent a fairly homogenous group 
of women. For example, they all lived with partners and they were aged between 31 years and 
43 years. Future research could explore experiences of anxiety in a younger cohort of women. 
In addition, given the importance placed on partner support in the literature (Dennis et al., 2017; 
Falah-Hassani et al., 2016; Martini et al., 2015) as well as in the present study, future research 
should also explore the experiences of women who are single mothers. In addition more 
qualitative exploration of risk factors pertaining to perinatal anxiety would also be helpful. 
 
Future research could also screen women for perinatal anxiety throughout the period to 
ascertain diagnostic levels of anxiety before conducting an interview. In addition, an 
exploration of anxiety before and during the perinatal period would contribute to our 
understanding of risk factors. There is also a gap in the literature to explore the experiences of 
women who are currently experiencing perinatal anxiety (rather than having past experiences) 
to gain a different perspective on their symptoms. It would also be useful to examine 
experiences of anxiety in women who do not speak English as their first language. Many terms 
relating to anxiety or other mental health issues during pregnancy and the year after birth have 
been used in the literature, with some researchers arguing for more general terms such as 
‘distress’ rather than anxiety or depression. A study using focus groups that explore what terms 




In terms of quantitative data, it will be necessary to obtain statistics in relation to the prevalence 
of anxiety in Ireland using both interviews and screening questionnaires, to include the 
prevalence of comorbid anxiety and depression. It will also be necessary to complete more 
research into the outcomes of perinatal anxiety as well as treatment options. As perinatal mental 
health services are developed it will be important to continually monitor and audit the services 
in line with best international practice.  
 
5.7 Critical Reflection 
I thoroughly enjoyed learning about the women’s experiences in the current study. However, 
some of the interviews were challenging on a number of levels. During some interviews I felt 
anger for the way the woman had been treated, during others I felt overwhelming sadness. 
Some still bring me to tears. I found the women’s ability to provide their stories really 
humbling. From the very first interview I became passionate that I wanted to do the best for 
my participants in interpreting their experiences. This also brought a lot of pressure, 
particularly during data analysis. I questioned myself constantly. From the outset of the project 
I wanted to analyse the perinatal period as a continuum rather than dividing up the period in to 
pregnancy and the postpartum. However, throughout the analysis this did present a challenge. 
It also presented the reality. For some women pregnancy is a time of joy whereas for others it 
represents anxiety and fear. The use of my reflective journal provided a way to explore and 
make sense of my feelings.  
 
Finally, the project has given me a new perspective on mental health issues and not just in the 
perinatal period. By the end of the interviews I realised that I could be sitting next to one of the 
women I interviewed in the staff canteen, during a health appointment, at a baby group. The 
lack of normalisation and ‘holding’ of mental health I now believe is one of the biggest causes 
of mental health difficulties. The learning and reflections as a result of this project have 
nourished my interest in mental health and I believe will benefit me in my work as a clinical 
psychologist in the future.  
 
5.8 Conclusion 
The present study aimed to explore women’s lived experiences of anxiety and providing care 
to their babies during the perinatal period.  Research suggests that perinatal anxiety has a range 
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of negative outcomes for both mother and infant. However, to-date qualitative research 
exploring anxiety during this time is limited.  
 
The current study addressed a gap in the qualitative literature by exploring women’s lived 
experiences of perinatal anxiety and providing care to their infants using Interpretative 
Phenomenological Analysis (IPA). A number of themes were generated that conveyed the lived 
experiences of the nine women who participated in the study. The themes were (1) Early Fears 
(2) Being the Caregiver (3) Needing Care (Who’s Minding Mammy?) And (4) Developing 
Confidence. The themes represented the individual journeys that the women experienced, 
resulting in increased confidence in their abilities as mothers. The findings were discussed in 
the context of previous literature. The strengths and limitations of the study, clinical 
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Appendix I: Interview Schedule 
 
1. Can you tell me about your infant? 
Prompts: 
 When was he/she born 
 Who is at home? (e.g. other children/parents/grandparents) 
 
2. Tell me about your experiences of anxiety in pregnancy and/or after your child was 
born 
Prompts: 
 When did you first start to experience anxiety and what was it like? 
 Was this your first time experiencing anxiety?  
 Did you talk to anyone about your anxiety? 
 Did you receive any treatment? If so, how long did it last? 
 What do you think helped/didn’t help you to cope? 
 
3. What feelings did you have about your pregnancy? 
Prompts: 
 What feelings did you have about your baby during pregnancy? 
 
 
4. What was it like being with your baby after it was born? 
Prompts: 
 How did you feel when you saw your baby? 
 How did you find taking care of your baby? 










Appendix II: Information Leaflet 
 





Study name:   Exploring women’s experiences of anxiety and caring for their babies during 
pregnancy and the year after birth  
 
 
Investigator: Marie Gorham 
 
You are receiving this information leaflet as you are being invited to take part in a research 
study exploring women’s past experiences of anxiety and providing care to their baby during 
pregnancy and the year after birth. If you have had a baby within the last three years and 
experienced anxiety during pregnancy and/or in the first year after your baby was born you 
are eligible to take part in the study. This leaflet will provide you with information about the 
study including the purpose of the study, who can take part, what it will involve, how much 
time it will take and any risks or benefits. After reading this information leaflet you should ask 
questions and then take some time to consider whether you would like to take part. It is very 
important that you understand exactly what the study involves before you decide.  
 
Remember, once the study has started you can also withdraw from the study at any time 
should you wish to do so. 
 
There is a consent form attached to this information leaflet. If you would like to take part in 
the research study you can e-mail the investigator at: mariegorham01@gmail.com.  
 
 
What is the purpose of the study? 
 
The research study aims to explore women’s past experiences of anxiety and providing care 
to their baby during the perinatal period and the year after birth. For the purposes of this 
study the perinatal period is from the start of your pregnancy to one year after the birth of 







Who can take part? 
 
If you have had a baby within the last three years and experienced anxiety during your 
pregnancy and/or within the first year after your child was born you are eligible to take part 
in the study. The study will explore PAST experiences of anxiety. Therefore if you feel that you 
are currently experiencing anxiety you are unfortunately unable to take part in the study. If 
you are currently experiencing anxiety we would urge you to contact your GP as soon as 
possible. At the end of this information leaflet we have also provided some organisations and 
helplines that can assist you if you are currently experiencing anxiety or indeed any other 
mental health issue.  
 
 
What does the research study involve? 
 
If you experienced anxiety during pregnancy and/or during the year after your baby’s birth 
and you are interested in taking part in the study you will first be asked to complete a short 
questionnaire (approximately 6 minutes). You will then be invited to take part in an interview 
that will be approximately 1 hour long. This interview can take place in person or over the 
telephone (whichever is more convenient for you). The aim of the interview is to provide a 
more in depth view of your experience of providing care to your infant while experiencing 
anxiety during the perinatal period. 
 
 
Are there any risks? 
 
It is expected that there will be no risks involved in the study. However, it does involve some 
of your time and this may be perceived as a disadvantage. The interview will also involve 
talking about the anxiety you experienced. Though the interviewer will take care to conduct 
the interview in a non-judgemental and empathetic way, talking about past anxiety may be 
difficult.  If you have any questions about this or any other aspects of the study you are most 
welcome to contact Marie Gorham (see contact details below). 
 
 
Are there any benefits? 
 
It is estimated that as many as 40% of women experience some anxiety after the birth of their 
babies. However, though depression during the perinatal period is well researched, in 
comparison little is known about women’s experiences of anxiety during this time. It is hoped 
that the research study may inform our understanding of anxiety and care-giving during this 











Who is involved in the study? 
 
The study is being conducted by Marie Gorham, Psychologist in Clinical Training with the 
University of Limerick. The study is supervised by Barry Coughlan, Senior Lecturer with the 
Department of Psychology, University of Limerick.  
 
 
What about confidentiality? 
 
You will not be required to provide your name when you are completing the questionnaire 
and a pseudonym will be used to replace your real name. All questionnaires will be stored in 
a locked filing cabinet in the HSE South Child and Family Psychology Department. As soon as 
the questionnaires have been analysed they will be destroyed. 
 
In relation to the interview, it is necessary to record the interview using a Dictaphone. This 
Dictaphone will then be used to transcribe the interview word for word. A pseudonym will be 
used to replace your real name during recording and transcription. After the interview has 
been transcribed the audio file will be deleted. Individual quotes may be included in the final 
research study that will be submitted as part of the requirements of the Doctorate in Clinical 
Psychology programme in the University of Limerick. Individual quotes may also be used in 
the publication of the results of the study, but at no time will your name be revealed and 
instead the pseudonym will be used. The investigator and her supervisor Dr Barry Coughlan 




If you would like to discuss the study in more detail please do not hesitate to contact me: 
 
Marie Gorham 
Psychologist in Clinical Training, 
Clinical Psychology Department, 
University of Limerick, 
Co. Limerick. 
 




Aware      Samaritans 
Phone: 1800 80 48 48    Phone: 116 123 




     




Study name: Exploring women’s experiences of anxiety and providing care to their babies during 
pregnancy and the year after birth 
  
Investigator: Marie Gorham 
 Please tick box 
I have read the enclosed information leaflet and understand what the 
study involves. I have asked questions in relation to aspects of the 
study that I am unsure or unclear about and these questions have 
been answered competently. 
 
 
I know that I can decide to discontinue my participation in the study 
at any time.  
 
 
I consent to taking part in the study. I understand that the study 
potentially involves three parts: a) I will be required to complete a 
short questionnaire and b) I will then be asked to take part in an 






Name  (Block capitals):      __________________________ 
 
Signature:         __________________________ 
 




Name  (Block capitals):      __________________________ 
 
Signature:         __________________________ 
 




     





Thank you for participating in the study. Your time is very much appreciated. It is hoped that 
the study will contribute to our understanding of women’s experiences of anxiety and 
providing care to their babies during pregnancy and the year after birth. 
 
I will contact you within seven days to discuss any questions or feedback you have about the 
study. If you have any questions about the study before then please do not hesitate to 
contact me (contact details below): 
 
Marie Gorham 
Psychologist in Clinical Training, 
Clinical Psychology Department, 






If you experience any distress after the interview please contact your GP and/or one of the 





Aware      Samaritans 
Phone: 1800 80 48 48    Phone: 116 123 




Appendix V: Extracts from the Researcher’s Reflective Journal 
 
24.01.2017 
Meeting with Infant Mental Health (IMH) specialists to discuss research topics. One of the 
psychologists mentioned the lack of awareness of perinatal anxiety. As she spoke something 
clicked in me. On a personal level I wonder how I had never considered perinatal anxiety as 
being something that would affect me during the pregnancy and after the birth of my baby. I 
remember being handed a leaflet on postpartum depression and studying the symptoms. I 
remember the relief when I decided that I didn’t have postpartum depression. Perinatal anxiety 
was never discussed. However, I wonder if I had been more aware of perinatal anxiety, is it 




Meeting with two Infant Mental Health (IMH) specialists to finalise the interview schedule and 
any additional ethical considerations before ethics is submitted. Long discussion in relation to 
questions pertaining to caregiving. Discussion of how to phrase questions so that they are not 
judgemental or assuming. One of the psychologists made a good point that the question cannot 
assume that the mother has a relationship with her baby, in case that there are attachment 
difficulties. The use of the word relationship may potentially be loaded. Interesting to consider. 
 
16.11.17 
Completed my first interview. The interviewee had a good sense of perspective on her 
experiences. Though I was nervous about making sure I asked all of my questions I found that 
actually the interview flowed really well. The participant answering many of my questions 
without me asking them. Her toddler wandered in and out of the room twice and seemed curious 
about me, continually smiling while sitting beside her Mummy for a few minutes. It provided 
the context for her discussion of her daughter. Interesting experiences in relation to her 
recognition of anxiety symptoms and their connection to the responsibility she feels as her 
children’s mother and the weight of this. Looking forward to the transcription of this interview 






Completed my second interview. Although the woman’s first language wasn’t English I could 
grasp what she way saying. She wanted to do the interview while her husband was in the house 
so that she could rely on him for any translations. However this was not needed. She was not 
confident of her ability to communicate in English.  I could really get a feel her frustration and 
her anxiety when she was talking. Gave me an insight into how difficult it is to negotiate the 
health system when you feel that you cannot fully communicate your feelings or fears. Her 
little girl popped into the room at the end of the interview and climbed on to her Mama’s lap. 
Found it a little difficult to see the child behind all of the worry at times – which is something 
to reflect on.  
 
20.11.17 
Completed my third interview. So different to the one this morning. She had a more objective 
view on her anxiety. I couldn’t help but identify with some of her experiences in relation to 




I am completing my results chapter and struck by how, though I have listened to her audio and 
read her transcript many times, Participant 9’s interview still has a profound effect on me. For 
me, it was the saddest interview. I still well up with tears when I think of her having to tell her 
children that she was no longer pregnant with their little sister. However, in telling the story 
after all of the trauma I could also sense the complete joy that she experienced after the birth 
of her third child. This joy was really felt during the interview. On my drive home that night I 
reflected on the pain that she experienced to bring her third child into the world and the absolute 
perseverance and love that motherhood can bring. I also had the pleasure of meeting her third 
child at the playgroup when I was recruiting participants. He was absolutely gorgeous and 










Putting a barrier between you and 
the baby 













Getting to know the baby - 
pregnancy 











It was amazing like, it was like, finally, I can 
finally let myself believe that he is here. Even 
though I was pregnant I didn’t allow myself to 
even believe that I was. You know, I kept kind of 
nearly convincing myself, not convincing myself 
that I wasn’t pregnant, but kind of putting a 
wall, like putting a barrier there, letting myself 
know that it might not work out ok, do you 
know I kept kind of reminding myself 
Did you know it was a boy? 
I didn’t, because I didn’t want to get too 
attached. Not like, I know when you find out 
you’re pregnant you’re attached. But I think 
when you know it’s a boy or girl you visualise it 
more, you know you can picture it more. It’s like 
when you find out you’re pregnant, you picture, 
like when that baby is this age the other two will 
be, you know, 5 or whatever. So you do picture 
the whole future like. Yeah like what clothes do I 
need, cos I had both, so I didn’t find out at all. 
But I was convinced it was a girl the whole way 
through.  
Were you? 
So when they took him out the consultant went, 
now it’s a little man! So that’s the surprise 
everyone talks about cos I had found out with 
the lads, so it was lovely. It was a total surprise. 
Yeah 
I remember I went in at about 20 or 21 weeks 
and I’d say they were quite worried about me, 
Exploratory Comments 
 
Sense of relief when she ‘finally’ met her baby 
Not allowing herself to become too attached. Powerful imagery in 
relation to ‘putting a barrier there’ ‘letting myself know it might 
not work out’ 
Fear of losing the baby. Protecting herself from her worst fears? 
I didn’t want to get too attached. Describing visualising the baby 
when you find out you are pregnant. Didn’t want to get too 
attached in the way that she would have before (e.g. knowing the 
sex of her stillborn daughter). Finding out more about the baby 
as a way of bonding or having the baby in mind – protecting 
herself – possibly as a result of the trauma she had experienced? 
I was convinced it was a girl. Interesting that though she put a 




now it’s a little man!...it was lovely. Fearful language changes to 
joy once baby has been born. Relief and joy in having a healthy 
baby 
Participant had mentioned that she found out the sex of her 
stillborn baby and had named it. I was curious to see if she 
found out the sex in this pregnancy. 
 
 Words can’t do justice to the joy was radiating from Emma as 
she spoke about her son’s birth 
Appendix VI: Example of the Analysis of a Participant’s Transcript Using IPA 
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Crippled with fear 
 
 
















Inadequacy of others  
 
cos I was so anxious like, you know I was barely 
putting a sentence together. I was just so 
convinced something was wrong, and they 
suggested that I go see a counsellor (laughs a 
little) 
Oh was that when you started then? 
No I was already seeing a counsellor (laughs) 
But they obviously saw that I needed some extra 
help 
 
And you know how you weren’t able to talk… 
Yeah, if I hadn’t had my third child I wouldn’t 
have been able to meet you like the last two 
years, and talk about the other two pregnancies. 
I wouldn’t have been even able to speak even.  
So having him did help a lot, like. Yeah, like I 
avoided for months even my husband’s family 
When you were pregnant… 
No after I lost…and when I was pregnant I didn’t 
even tell any of them either. I told my mother in 
law when I was about 26 weeks 
Really? 
Yeah (laughs).  
And what was her reaction? 
Ah sure they were delighted. She had actually 
had a stillborn aswell. 
Oh right 
Yeah so she would have understood, of any of 
them I suppose she would have. Yeah. I found 
that, meeting people that have had the losses 
aswell. They do understand more than someone 
that hasn’t. You know, like, they’ve experienced 
I’d say they were quite worried about me I was so anxious like, 
you know I was barely putting a sentence together. Presentation 
at the hospital at 20 weeks.  Strong image of being crippled with 
fear. Her ability to talk was compromised. Frozen. Crippled with 
anxiety. This was also the same time that she lost her daughter.  
 
 
She had already mentioned that she had started counselling. Her 
laughter reflected the fact that she was already in counselling. 
Health professionals attempting to help her, appeared to 
understand/see how anxious she was feeling?  
Yeah, if I hadn’t had my third child I wouldn’t have been able to 
meet you like the last two years, and talk about the other two 
pregnancies. I wouldn’t have been even able to speak even. 
Something healing about having her last child. Able to talk 
about things again. Positive ending? 
Unable to speak to others about previous loss – too painful? 
I told my mother in law when I was about 26 weeks. Delay in 




Ah sure they were delighted. Mother in law had had had a 
stillborn child aswell. First time that she mentions the word 
stillborn. Avoiding the word – pain? Sense that her mother in law 
knew how difficult her experience was 
 
I actually was about to ask about her inability to talk at the 
scan, but she assumed I meant unable to talk about her loss 









it as well. You know it’s hard for someone who 
hasn’t experienced it to understand, and to 
know what you were going through. They don’t. 
And I would wish that nobody ever would have 
to go through it. But, yeah definitely people that 
have experienced the same things were easier 
to talk to, because they knew the feelings that I 
was having.  
 
They do understand more than someone that hasn’t. Other 
people experienced loss knew how she felt. Sense of the 
inadequacy of others who did not understand what she 
experienced – and their inability to provide her with the 
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